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This abstract presents the abstract of the thesis entitled "Society, Culture And 
Reproductive Health: A Comparative Study Of Hindu And Muslim Women 
In Dibai, Distt. Bulandshahar submitted for the award of Ph.D. degree. 
The abstract gives brief and concise information about the thesis, thesis 
presentation, objectives of the research study, major findings of the study, and 
lliture directions of research. 
Introduction 
Women have been around since 'Eve'. But there was little recognition, 
documentation or even concern about the roles women play in social and 
economic development, nor of the relationship between these roles and 
women's health and status until the International Women's year Conference 
in 1975 at Mexico city which launched the Women's Decade in 1975-1985. 
Many studies were then instituted all over the world, including India, which 
revealed gross discrimination against women in all spheres of their lives. It is 
only last two decades also, since the time of'eve', that women and their status 
have evolved interest. 
Many factors influence woman's health. The genetic constitution, exposure to 
disease producing organisms, imbalanced or inadequate nutrition, and low 
resistance to infection etc. In addition, social, cultural, economic, political and 
environmental factors, as well as the availability of health services, greatly 
influence the health of individuals. Attitudes towards marriage, age at 
marriage, value attached to fertility, and sex of the child, the pattern of family 
organization and the ideal role demanded of women by social conveiitipnsr 
are all cultural norms that affect the woman's health. 
The reproductive role of women all through the processes of gestation, birth, 
breast-feeding and child-bearing, places additional demands on her. Though 
many diseases place a heavy burden of morbidity and mortality on both men 
and women in developing countries, women are more seriously affected due 
to the synergistic interaction and effects of infection, malnutrition and 
uncontrolled fertility. Maternal mortality accounts for the largest or near 
largest proportion of deaths among women in developing countries and it is 
estimated that where the problem is most acute, the maternal mortality rate is 
as much as 200 times higher than the lowest rates of industrialized countries. 
Violence affects the lives of millions of women worldwide, in all socio-
economic and educational classes. It cuts across cultural and religious 
barriers, impeding the right of women to participate fully in society. Violence 
against women takes a dismaying variety of forms, from domestic abuse and 
rape, to child marriages and 'female foeticide'. In 1993 the United National 
General Assembly adopted a declaration, which for the first time offers an 
official United Nations (UN) definition of gender-based abuse 
Thesis Presentation 
The thesis comprises of six main chapters followed by bibliography and 
appendices. 
First chapter deals with definition of reproductive health, variables, 
proximate determinants, strategies for the improvement of Reproductive 
health, and role of NGOs in improving the health of the women. It also 
presents the objectives, methodology, and limitations of the present study. It 
explains the rationale for carrying out the present study. Second chapter 
highlights historical background, geography and socio-economic conditions 
of Dibai Town. The third chapter presents the literature review. Relevant 
findings and excerpts of the literature reviewed are classified and presented 
with the aim of identifying the research gap. The analysis of the surveyed 
data, interpretation, and discussion are presented in chapter fourth and fifth. 
The fourth chapter deals with the impact of society and culture on 
reproductive health. Chapter five deals with the problems of reproductive 
health and use of various method of fertility control in Dibai town. The six 
chapter draws results and conclusions of the study. 
The thesis ends with the bibliography followed by the appendices. 
Research Methodology 
Scope of the study 
The scope of the study defined in terms of subject coverage, area coverage, 
period coverage-
Subject coverage 
In terms of subject coverage , the present study is related to an inquiry into 
the broad area of society, culture and reproductive health. In doing so the 
study is concerned with the issues related to- historical and geographical 
aspects of the town with economic, trade, education , emphasis on religion, 
culture and caste system of the study area. So far as the reproductive health of 
women is concerned, the study attempts to explore the to social attitudes 
towards reproductive health dimensions of fertility, problems of reproductive 
health and use of contraceptive etc. 
Area coverage 
The area of study, the Dibai town of the district Bulandshahr was concerned. 
No such study has ever been conducted in this area. Significant aspects of 
reproductive health of women to both Hindu and Muslim communities of this 
belonging. 
Research Design 
In order to achieve the objectives of the study, exploratory research design 
was used as it provides a wide scope to understand the problem in depth. The 
present research consisted of structured and unstructured interview 
interviewed schedule was prepared in advance and some modifications were 
3 
made after few interviews and participant observation). The field work was 
performed between April 2004-2005. The information gathered through 
interviews was used to prepare case studies. Hundred cases have been 
included in chapter four and five. The technique of in-depth qualitative 
interview was used to solicit detailed information. Each respondent was 
visited more than once. 
Convenience sample technique was used to conduct interviews. The target 
was to conduct more than 150 interviews equally divided between Hindu and 
Muslim women. It was further divided into upper and lower caste families. 
Upper caste Muslim families have the lowest proportion in the total 
population of Dibai, therefore, only a few cases could be covered. 
Interviews with respondents women and sometimes their families were 
conducted in their houses, doctor's nursing homes and government hospitals. 
These interviews were recorded with notes on the spot. I also interviewed a 
range of medical practitioners, including doctors, nurses hospital & local 
midwifes (Dai). In addition to discussing child birth in homes and hospital, I 
also had the opportunity to observe postpartum rituals and bathing & dietary 
practices in variety of setting. 
Design and content of interview schedule 
In order to get the necessary primary data, interview schedule was prepared 
through identifying issues related to research topic. After a few interviews, 
some additions were also made in the schedule. 
Data analysis technique 
The collected primary data have been processed and developed into case 
studies. The case studies were analyzed, on the basis of content analysis of 
data. One the basis of the information, major themes were categorized and 
discussed. 
Objectives of the study 
The general objective of the study is to analyze reproductive health of Hindu 
and Muslim women in relation to society and culture in Dibai. 
The Present research work is split up in the following specific objectives. 
1. To identify the socio-economic conditions of Dibai town affecting 
reproductive health of women. 
2. To determine the extent to which formal and informal education is helpful 
in reducing the fertility rate, and to take pre-natal, post-natal and post-
abortion care. 
3. To understand the role and attitude of society and the family members of a 
woman in determining fertility rate. 
4. To asses the role of NGOs and government health workers in improving 
the reproductive health of women. 
Major Findings 
Demographic and Socio - Economic Profile of the Respondents 
Caste Structure of the Respondents 
• Muslims constitute about 12 percent of the total population in Dibai 
town, out of these approximately 90 percent belong to OBC and lower 
caste. This community is concentrated in the interior of the town. The 
upper caste Muslims (10% of Muslim population) are grouped in two 
sects, namely Sunni and Shia. 
• Hindus are a majority in Dibai. Sample for the study was represented by 
Brahmins (the priests) upper caste, represented by Sharma, Upadhaya 
and Bansal , Baniyas (the business class), that is Gupta, Aggarwal, 
Jaiswal, and Maheshware ), Lodha (lower caste) backward class and 
Harijan (sweepers) low caste . 
• 
• 
As the Muslims in this town are socially backward, Muslim women 
(lower caste) feel a sense of discrimination. Their social contact is 
almost nil with the Hindu women. 
Hindu upper caste women are very active and have formed many 
organisations. These organisations provide a platform for them to air 
their grievances and discuss their personal problems. It is also a place 
for them to gossip and for time pass. 
Age at Marriage and Number of Children 
• Most of the lower caste Hindu girls marry at the age of seventeen. The 
upper caste Hindu girls marry at the average age of twenty. In some cases 
it was twenty-five years, though it was not out of choice but out of 
circumstances. 
• The average age of marriage in the lower caste Muslim is sixteen years. 
Contrary to this, the upper caste Muslim women the average age at the 
time of marriage are nineteen years. 
• Fertility among the Muslim women is high in comparison to the Hindu 
women in this area. Most of the respondents had six or seven children. 
Some of them had four. 
Their Hindu counterparts have lower fertility rate. Few Hindu women 
have five or more children. Average number of children turn out to be 
four. Among Hindus also, the lower caste women have more number of 
children than the upper caste women but its rate is less than that of lower 
Muslim caste women. 
The upper caste Hindu women have two to three children. In this way 
there is no difference between them and the upper caste Muslim women. 
It can be attributed to the literacy and awareness among them and at the 
same time, a desire to be a part of the mainstream. 
Educational Profile and Literacy rate 
• 
• 
Sample survey revealed that only two respondents among muslims had 
reached post graduation level and some had done up to graduation. A 
few had education till primary level and madarsa (Muslim religious 
school) education. 
Upper caste Muslims respondents are mostly literate. 
Most of the lower caste Hindu respondents had gone to school for at 
least two to three years. 
• Nearly all of the upper caste Hindu women have done intermediate or 
graduation. 
Employment Profile and Income 
• Muslim women are concentrated more in self employed (home based) 
activities and their share in regular work, especially in the government, 
public sector and private sector is dismal. 
• 
• 
Family income of Muslim women in Dibai is based on the earning of 
their men folk. 
The income opportunities for low caste Hindu families are also not very 
bright; still they are in a better position than their counterparts. 
• The upper caste Hindu women enjoy the facilities of a modem life as 
their men folk earn enough to provide them with the luxuries of life. 
Access to Infrastructure and Facilities 
• Access to trained health persons and institutions for child birth is very 
poor for low caste Muslims, only little better than the Harijans. 
• Among the Hindus, a small section of the respondents, mostly Harijans, 
have low access to government facilities. 
• 
Social Vices and their Impact on Reproductive Health of Women 
The use of alcohol has been found to be rampant among the men folk of 
Hindu respondents. 
The majority of the lower caste Hindu women faced problems of wife 
beating. 
This problem is not found in the upper caste Muslim society in Dibai. 
A few cases are found in the lower caste community of Muslims. • 
• The problem of drug addiction was also mentioned by some women, 
especially low caste Hindus and Muslims. 
• Many of the lower caste Muslim women admitted that their husbands are 
involved in gambling. 
• Gambling is a part of Hindu social society also. 
• Almost all the respondents of lower caste Hindus as well as Muslim 
women disclosed that they are victims of domestic violence from wife 
beating to marital rape. 
Societal Attitudes and Reproductive Behavior 
• The reproductive behavior of the women and the decision regarding 
number of children and the preference for specific gender rests with the 
in laws and their husbands. 
• The women in most of the cases are a mute spectator or the follower of 
the decision of their husbands and in-laws. 
Education and its Impact on Reproductive Health 
• Hindu and Muslim women both who went to school were more vocal and 
knew that keeping a good reproductive health is in the interest of their 
family. 
• They are aware of the consequences of ill health and its negative impact 
on the children and family. 
• They had better knowledge of the facilities provided by government and 
NGO's with respect to family planning measures. 
The Impact of Rites and Rituals on Reproductive Health 
• In the lower caste Muslims, sweet rice is made on the occasion of 
godhbharai and fatiha is said on it and distributed among the relatives 
and friends. 
• Immediately after the birth, when the baby after been given the bath is 
brought to the mother, aazan in the right ear and takbeer in the left ear is 
said out loudly of the new bom. 
• Chati is held after 4-6 days of birth, bath is taken by the mother and this 
is called chati. 
• After 40 days bath is taken by the mother for purification and namaz 
(prayer with action) is offered by her. Mutton and roti is made for food 
and fatiha is offerd on it. 
• Aqiqah is generally held on the seventh, fourteenth, twenty eighth or 
thirty fifth day after birth. For male baby two goats or sheep are 
sacrificed. In case of female babies only one goat sheep is sacrificed. 
Rites and Rituals of Hindus 
• Godhbharai- At the commencement of the seventh month of pregnancy, 
the girl is dressed in the cloths presented by her parents. Neighbours and 
relatives assemble to sing song. 
Generally, the girl returns to her parent's house for her first confinement. 
On the fifth day after delivery, satiyas (cakes made of cow dugs), are 
kept in the four corners of the room to woe off evil, for seven to eleven 
days after which they immersed in the well or in the river Ganges. 
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• 
• On the tenth day, the ritual of Kuan Pujan (well worship) is held. 
• Mundan (tonsure) is the rite of shaving of hair of the child for the first 
time, and in this region preferably on the banks of the river Ganges. 
» A pundit, after considering all the astrological options, suggests first 
alphabet from which the name should start with. And hence a name is 
given to the child with the ceremonies of naamkaran (name keeping). 
» The period of purity or its duration is eleven days among Brahmans and 
thirteen among Kshatrias and eleven or thirteen for all castes. 
Reproductive Behavior and the Role of Women 
» It is found that husband's family expect that she would become pregnant 
as soon as possible and bear a child, preferably a male child. The desire 
for the first child as son is explicitly expressed. 
Procreation is considered to be the most important aspect of a married 
women's life and efforts are made to rectify the problem if she is unable 
to do so during first few years of her married life. 
Pre-natal and Ante-natal Care 
• Disparity in prenatal and antenatal care, at an alarming rate is evident in 
different categories during the discussion with respondents. 
Upper caste Hindu women prefer the services of gynecologists. 
Upper caste Muslim women go for medical check up to the private 
doctors, hospitals or to paramedics. Though all are not very regular. 
Lower caste Hindu women also occasionally go to these doctors and 
hospitals. Many of them go for paramedics also. 
In most of the cases it is found that highest level of care was taken during 
first pregnancy. 
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• Majority of low caste women (Hindu and Muslim) contacted dai as well 
as hakeem and vaidh. They get herbal medicines for any vaginal 
infections. 
• Sonography (in some cases) is being done to opt for the sex of the child. 
Attitude and Behavior of others towards Pregnant Women 
• In Dibai, the common practice followed by Muslims is that, the first 
delivery must take place at sasuraal (husband's or in-laws house). 
• In the case of Hindu women financial burden was generally bom by their 
parent's side. 
Practices and Methods during Childbirth 
• The trend to utilize modem facilities with respect to childbirth is 
increasing in Dibai. 
• In Dibai area I found that Hindu women are more progressive to adopt 
the modem facilities about delivery in comparison to Muslims. 
• Upper caste Muslims call hospital trained midwifes (not local dai) 
nowadays to perform deliveries but prefer it to be within the house. 
• Lower caste Muslims prefer local dais. 
Practices and Methods during Deliveries 
• The way, in which childbirth is managed in two religions and in 
different castes is distinctive, each having special features. 
Births taking place at hospitals have common medical procedure 
followed by gynecologists. 
Variations are found among those cases where childbirth takes place at 
homes and conducted by 'Dai'. 
Irrespective of the caste or class and education, Muslim families prefer 
to deliver birth at home. 
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• 
Attitude related to Breast Feeding 
• All respondents agreed that they breastfed their child and there is no 
hesitation regarding this. 
• Breast milk is the only food and drink an infant needs for first six 
months. 
• Regarding the duration of breastfeed to male and female child, Muslim 
women had perception that boys should be breastfed for two years and 
girls for quarter to two years. 
• There is no such restriction in Hindu religion and women feed their 
children up to three years also. 
Family Planning and Need for Contraceptives 
• Nearly all the women are aware of presence of different ways to 
terminate pregnancies. 
• Mostly all, excluding the newly married women (of lower castes and 
uneducated) and few others, were able to mention at least one method of 
family planning. 
• The use of modern methods namely, voluntary sterilization, oral 
contraceptives, intrauterine devices, condoms is more in comparison to 
the use of traditional methods. 
• Oral contraceptives are the leading modem method among the Hindu. 
• The unwillingness to exercise family planning among majority of low 
caste Muslim women in Dibai area is in the line of belief prevailing in 
Muslim population across different countries. 
Upper caste women in both Hindus and Muslims follow family planning 
more than low caste women. 
The use of contraceptives for family planning is lowest among young 
women. 
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• The use of contraception increases with the number of children a woman 
has up to the third to fourth child. 
• Upper caste women are more likely to use contraception specially the 
modem methods than lower caste women. 
• Sterilization is the method about which the women of even lower castes 
are aware, but not about other modem methods of contraception. 
• The methods which are generally followed include a good deal of 
abstinence, practice of coitus interruptus and induced abortions. 
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GLOSSARY 
Barelvi Barelwi or Barelvi is a movement of Sunni 
Sufism in Soutli Asia that was founded by Ahmed 
Raza Khan of Bareilly, Uttar Pradesh (India) 
Couple Protection Rate Percentage of couples effectively protected by 
modem method of contraception. 
Crude Birth Rate Number of Births per 1000 population in a given 
year. 
Crude Death Rate Number of Deaths per 1000 population in a given 
year. 
Dargah A dargah is a Sufi shrine built over the grave of a 
revered religious figure, often a Sufi saint. 
Dhakra Rajput 
Durga 
Gupta Dynasty 
Hanuman 
A Rajput Clan 
Hindu Goddess 
The Gupta Empire was ruled by members of the 
Gupta dynasty from around 320 to 550 AD 
Hindu God 
Idd-un-milad-un-nabi Celebration of the Birth of Prophet 
Muhammad(PBUH) 
Infant Mortality Rate Number of infants dying under one year of age in a 
year per 1000 live births of the same year. 
Ill 
Krishna Hindu God 
Kushanas The Kushan Empire (c. lst-3rd centuries) was a 
Bactrian state that at its cultural zenith, circa 105-
250 CE, extended from what is now Tajikistan to 
Afghanistan, Pakistan and down into the Ganges 
river valley in northern India. 
Mahadev Hindu God 
Marathas The Marathas form an Indo Aryan group of Hindu 
warriors 
Maternal Mortality Rate Number of deaths of women while pregnant or 
during delivery or within 42 days of delivery due 
to any cause related to pregnancy and child birth 
per 1,00,000 live births in a given year. 
Maurya Period The Maurya Empire (322-185 BCE), ruled by the 
Mauryan dynasty, was a geographically extensive 
and powerful political and military empire in 
ancient India 
Neo-natal Morality Rate Number of infants dying within the first month of 
life (under 28 days) in a year per 1000 HYQ births of 
the same year. 
Pandawas In the Hindu epic Mahabharata, the Pandava (or 
Pandawa) brothers are the five acknowledged sons 
of Pandu, 
IV 
Population Stabilization A population with an unchanging rate of growth 
and an unchanging age composition, because of 
age specific birth and death rates having remained 
constant over a sufficiently long period of time. 
Post Neo-natal Mortality Rate Number of infant deaths at 28 days to one year 
of age per 1000 live births in a given year. 
Pre-natal Mortality Rate Number of still births plus deaths within 1st week of 
delivery per 1000 births in a year. 
Rajputs Rajput constitute one of the major Hindu Warriors 
groups from India 
Ram Hindu God 
Replacement Level Fertility The level of fertility at which a cohort of women 
on the average are having only enough daughters to 
replace themselves in the population. A TFR of 2.1 
is considered to be replacement level. 
Sex Ratio Number of females per 1000 males in a population. 
Sufism Sufism is a mystical tradition of Islam 
Tazia Tazias are a miniature model of the tomb of Imam 
Husain. Tazia is a Persian word, which implies 
weeping, beating the breast and expressing grief. 
Tazias also called tabuts, are made of bamboo and 
tinsel and are of two or more storeys crowned by a 
dome. 
Total Fertility Rate Average number of children that would be bom to a 
woman if she experiences the current fertility 
pattern throughout her reproductive span (15-49 
years). 
VI 
List of Abbreviations/ Acronyms 
AIDS 
ANM 
CBR 
CEDAW 
CHC 
CPPF 
CPR 
FLE 
FPP 
HCR 
HIV 
HRP 
ICPD 
Acquired Immune Deficiency Syndrome 
Auxiliary Nurse Midwife 
Crude Birth Rate 
Convention on Elimination of all Forms of Discrimination 
Against Women 
Community Health Centre 
International Planned Parental Federation 
Couple Protection Rates 
Family Life Education 
Family Planning Programme 
Head count ratio 
Human Immuno-Deficiency Syndrome 
Programme on Human Reproductive 
International Conference on Population and Development 
lEC 
IFA 
IMR 
IRDP 
ISM 
lUD 
JGSY 
JRY 
MCH 
MR 
NCW 
NFHS 
NGO 
QHP 
RCH 
SIFPSA 
Information, Education and Communication 
Iron and Folic Acid 
Infant Mortality Rate 
Integral Rural Development Programme 
Indigenous System of Medical 
Intra Uterine Device 
« 
Jawahar Gram Samridhi Yojana 
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PREFACE 
Children constitute an important source of social and economic support for 
women, particularly in a social setting where women lack legitimate 
alternatives to child bearing. Children are valuable to parents since they 
provide certain satisfaction-social, economic, and psychological-to them. The 
phrase 'value of children' usually refers to positive functions, i.e., 
satisfactions derived from having children, but dysfunctions, i.e., costs, are 
also essential ingredients of the above concept. It is difficult to obtain 
satisfaction without incurring some cost. Conceptually, therefore, value of 
children implies a net balance of the positive and negative functions of having 
them. 
Preference for one sex over the other for whatever reasons may lead to higher 
fertility both at individual and societal levels. Couples with a strong 
preference for one sex, or for at least one child of each sex composition they 
want by the time their preferred number of children is reached. 
Preference of one sex over another is determined by differential participation 
in productive activities by males and females, among other factors. The type 
of economy and cultural practices prevalent also conditions male-female 
participation. 
No country has achieved an improvement in the quality of living without 
experienced a significant decline in its fertility. Nor has any sizable country in 
recent years experienced low birth rates over a sustained period in the absence 
of significant economic development. 
Among the various socio-cultural and environmental factors influencing 
fertility, religion has been considered very important. Religion prescribes a 
code of life, refers to a system of beliefs, attitudes and practices, which 
individuals share in groups, and through this orientation towards life and 
death, is supposed to affect one's fertility behaviour. There has been 
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resistance to human interference with fertility from all pro-natalist religions, 
yet it was less persistent where central authority was lacking. 
The fertility level of a society is expected to be influenced by its dominant 
family structures. It is usually hypothesized that nuclear family and household 
structures promote lower fertility than extended or joint household structures. 
In the developing countries, the great majority of people still live in extended 
families in that they may either live with or in close proximity to relatives or 
share either land or budgetary arrangements or at least mutual obligations and 
guarantees against disaster. The prevalence of the extended family as a 
dominant family type in the rural areas of developing countries is to be 
explained by its functional role in meeting the needs of family members in 
this region. 
In extended families, marriage is universal and occurs early because it is not 
necessary for a married couple in such a family to support themselves and 
their children immediately after marriage. Moreover, there are other social, 
moral and religious considerations, which motivate parents in extended 
families to negotiate an early marriage for their children. 
Low age at marriage is one prominent feature of the high fertility value in 
extended families. The status of women and their role in community and 
family decision-making, including the timing and number of births and choice 
of contraception, have an important bearing on improving the standard of 
living, the success of family planning and a long-term reduction in the fertility 
level of a country. In a society whose women depend on their children for 
social and economic security and lack legitimate alternatives to 
childbearing fertility is higher. 
There is no doubt that education is one of the strong correlates of fertility. But 
it is extremely difficult to attribute the changes in fertility behaviour to one 
single factor like education, there being a whole complex of factors intricately 
meshed together that affect the motivation of couples in limiting the size of 
their families. Moreover, education and fertility are intricately associated with 
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many related and unrelated social, economic, psychological processes and 
circumstances so that their true nature has hitherto cesses and circumstances 
so that their true nature has hitherto remained obscure. 
Present work is divided in six chapters. 
First chapter deals with definition of reproductive health, variables, 
proximate determinants, strategies for the improvement of Reproductive 
health, and role of NGOs in improving the health of the women. It also 
presents the objectives, methodology, and limitations of the present study. It 
explains the rationale for carrying out the present study. Second chapter 
highlights historical background, geography and socio-economic conditions 
of Dibai Town. The third chapter presents the literature review. Relevant 
findings and excerpts of the literature reviewed are classified and presented 
with the aim of identifying the research gap. The analysis of the surveyed 
data, interpretation, and discussion are presented in chapter fourth and fifth. 
The fourth chapter deals with the impact of society and culture on 
reproductive health. Chapter five deals with the problems of reproductive 
health and use of various method of fertility control in Dibai town. The six 
chapter draws results and conclusions of the study. 
The thesis ends with the bibliography followed by the appendices. 
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Chapter 1 
Introduction 
CHAPTER! INTRODUCTION 
Women have been around since 'Eve'. But there was Uttle recognition, 
documentation or even concern about the roles women play in social and 
economic development, nor of the relationship between these roles and 
women's health and status until the International Women's year Conference 
in 1975 at Mexico city which launched the Women's Decade 1975-1985. 
Many studies were then instituted all over the world, including India, which 
revealed gross discrimination against women in all spheres of their lives. It 
is less than two decades, in the long span of history, that women and their 
status have evolved interest (Pati, 2003). 
Then came 1978 and Alma Ata, where the nations of the world committed 
themselves to achieving the attainment by all citizens by the year 2000, of a 
level of health that will permit them to lead a socially and economically 
productive life-"Health For AH"-the emphasis being on all. This goal is 
impossible to reach without giving priority to women's health's needs, not 
only because women form half of the population, but also because their 
health and well-being is the key to the health of their families and the health 
of today's and future generations. 
1.1 Status of Women 
Many factors influence woman's health. The genetic constitution, exposure 
to disease producing organisms, imbalanced or inadequate nutrition, and low 
resistance to infection all determine health. In addition, social, cultural 
economic, political and environmental factors, as well as the availability of 
health services, greatly influence the health of individuals. Attitudes to 
marriage, age of marriage, value attached to fertility, and sex of the child, 
the pattern of family organization and the ideal role demanded of women by 
social conventions- are all cultural norms that affect the woman's health. 
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The reproductive role of women all through the processes of gestation, birth, 
breast-feeding and child-bearing places additional demands on her. Though 
many diseases place a heavy burden of morbidity and mortality on both men 
and women in developing countries, women are more seriously affected due 
to the synergistic interaction and effects of infection, malnutrition and 
uncontrolled fertility. Maternal mortality accounts for the largest or near 
largest proportion of deaths among women in developing countries and it is 
estimated that where the problem is most acute, the maternal mortality rate 
is as much as 200 times higher than the lowest rates on industrialized 
countries (Pati,2003). 
Violence affects the lives of millions of women worldwide, in all socio-
economic and educational classes. It cuts across cultural and religious 
barriers, impeding the right of women to participate fully in society. 
Violence against women takes a dismaying variety of forms, from domestic 
abuse and rape, to child marriages and 'female foeticide'. In 1993 the United 
National General Assembly adopted a declaration, which for the first time 
gave an official United Nations (UN) definition of gender-based abuse. 
According to Article 1 of declaration, violence against women includes 
(Information Booklet,2003). 
Violence includes "any act of gender-based violence that results in, physical, 
sexual or psychological harm or suffering to women, including threats of 
such acts, coercion or arbitrary deprivation of liberty, whether occurring in 
public or private life" (Summary Report, 2000). 
In India, women fall victim to traditional practices that violate their human 
rights. The persistence of the problem has much to do with the fact that most 
of these physically and psychologically harmful customs are deeply rooted 
in the tradition and culture of the society. Women have a low status and are 
considered as inferior and there is a strong belief that men are superior to 
them and even own them (UNICEF, 2002). 
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The National Commission for Women(NCW) set up as a statutory body 
under the National Commission for Women Act of 1990, was the 
culmination of the relentless struggle of the women's movement to ensure 
that an apex body was created to advise the Government on policy decisions 
and legal safeguards concerning women. The Commission was given a very 
large mandate and has taken great strides in championing the cause of the 
women and striven relentlessly to address the various problems faced by the 
largest minority of India's citizens in the social, economic and political 
fields (Information Booklet, 2003). 
International Conference on Population and Development (ICPD) which was 
held in Cairo, Egypt from 5th to 13th September 1994 has earned a place in 
history as one of the most significant global conferences ever. It drastically 
transformed the views and perceptions of thousand of policy makers and 
programme managers as how population policies and programme should be 
formulated and implemented in future. At the same time, the unparallel 
exposure it received through newspapers, radios, television and internet 
helping to bring issues relating to reproductive health, reproductive rights 
and women's empowerment to attention of millions of women and men 
around the world, and may indeed have enhanced their understanding and 
apprehension of those 3 issues in a positive manner ( Singh, 1998). 
The concept of reproductive health was adopted at the ICPD for the first 
time in a UN setting. The acceptance by the international community of this 
concept linking family planning with the treatment and provision of sexually 
transmitted diseases (STDs), the reduction of maternal mortality and the 
promotion of maternal health, and sexual and reproductive health both men 
and women, must be seen as one of the landmark achievement of the ICPD. 
Well before the Cairo conference -at least a decade earlier -several NGOs, 
researches, women's group, and donors in India, had sought to change 
programme direction by moving away from demographic targets and 
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numbers and focussing on how to address the needs of clients, especially 
women. 
The hallmark of India's new National population policy is its emphasis on 
improving the quality of reproductive health care by working more closely 
with community based organization and women's group. 
1.2 Definitions of Reproductive Health 
Bucharest conference outlines that "a// couples and individuals have the 
basic right to decide freely and responsibly the number and spacing of their 
children and to have the information, education and means to do so; the 
responsibility of couples and individuals in the exercise of this right takes 
into account the need of their living and future children, and the 
responsibilities towards the community (UN, 1975)." 
World Health Organisation (WHO) has used, for years, what it calls a 
'working definition' of reproductive health. Mahmood Fathalla, who served 
as the director of the WHO Programme on Human Reproductive (HRP) 
from 1986 until 1992, wrote and lectured extensively on the linkages 
between safe motherhood, maternal and child health (MCH) services and 
family planning programmes (FPP), and on the evolving concept of 
reproductive health, arguing that it offers a more comprehensive approach to 
current health needs in human reproduction (Fathalla, 1989, 1991). 
During the third session of the ICPD Prep Com III in 1994, WHO was asked 
by several delegations to explain what the term 'reproductive health' meant. 
This was the definition provided: 
WHO defined reproductive health in ICPD, "as a state of complete physical, 
mental and social well-being, and not merely the absence of disease or 
infirmity. Reproductive health addresses the reproductive process, functions 
and system at all stages of life. Reproductive health implies that people able 
to have a responsible, satisfying and safe sex life, and that they have the 
capability to reproduce and decide, if when and how often to do so. Implicit 
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in this last condition are the right of men and women to be informed and to 
have access to safe, effective, affordable and acceptable methods of fertility 
regulation of their choice, and the right of access to appropriate health care 
services that will enable women to go safely through pregnancy and 
childbirth and provide couples with the best chance of having a healthy 
family" (ICPD, 1994). 
WHO went on to say that 'the content of this definition of reproductive 
health [is] derived from nearly 30 years of policy established by WHO 
which enables the organization to respond to the needs of, and demands for 
support by, Member States'. Implicit in this statement was the 
acknowledgement that this working definition was never brought to the 
attention of WHO's principal organ - the World Health Assembly- which 
meets once a year with the attendance of health ministers and senior health 
officials to define and update WHO's policies and strategies. One of the 
reasons given at the time by several former WHO officials was that a debate 
on the definition would have brought up such potentially divisive issues as 
reproductive rights, adolescent health and prenatal responsibilities, and 
abortion (Singh, 1998). 
Protecting Reproductive rights 
During the 1990s, a series of important United Nafions conferences 
emphasized that the well being of individuals and respect for human rights 
should be central to all development strategies. Particular emphasis was 
given to reproductive Rights as a cornerstone of development, and to the 
empowerment of women as being as important element in ensuring the 
exercise of these rights. 
All major human rights treaties and consensus statements obligate countries 
to protect and promote rights that relate to Reproductive Health. Of all 
human rights documents, the Convention on Elimination of all Forms of 
Discrimination Against Women (CEDAW), provide the strongest legal 
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support for the right to reproductive health per se. In Article 12, CEDAW 
guarantees non-discrimination in access to health care, including affordable 
services and information relating to family planning, and the post-natal 
period. 
Reproductive Rights Provision in CEDAW 
Articles 10 (a) and 10 (h) require state parties to take all necessary steps to 
eliminate discriminations against women in education, and to provide 
women equal access to educational materials and advice on family plarming. 
Article 11 (2) requires state parties to undertake appropriate measures to 
prohibit dismissal of women workers on the grounds of pregnancy, to 
introduce maternity leave, to promote the development of a network of 
childcare and to provide pregnant women with special protection from work 
that may be harmful. 
Article 12 requires state parties to undertake appropriate services where 
necessary during ante and post-natal stages of pregnancy. 
Article 12 (1) requires state parties to eliminate discrimination against 
women in the area of health care and to ensure that men and women have 
equal access to health services, including family planning services. 
Article 16 requires state parties to eliminate discrimination against women in 
all matters with regard to marriage and family relations. 
Although non-binding, the international conference on Population and 
Development, Programme of Action and the 1995 World Conference of 
Women (Beijing) platform for action are highly persuasive consensus 
statement that confirms the centrality of reproductive rights in advancing the 
health of populations and the status of women. Beijing document in 
particular recognizes women's right to control their own sexuality and 
sexual relations and to decide upon these matters on an equal basis with 
men. 
Chapter 1 Introduction 
Similarly the IPPF (International Planned Parental Federation) Charter and 
Reproductive Rights (content.ippf.org) is based on twelve rights that are 
grounded in core international human rights instruments and additional 
rights that IPPF believes are implied by them. The standards section draws 
heavily on documents that won international consensus at four key UN 
conferences, which took place between 1993 and 1995, namely the UN 
world Conference on Human Rights (Veinna, 1993); the UN International 
Conference on Population and Development (Cairo, 1994); the UN World 
Summit for Social Development (Copenhagen, 1995); and the UN Fourth 
World Conference on Women (Beijing, 1995). The charter represents IPPF's 
response to the challenge of interpreting human rights language and 
applying it to sexual and reproductive health care issues. 
1.3 Aspects of Women's Health 
1.3.1 Fertility and women's health 
Many of the health problems of Indian women are related to or exacerbated 
by high levels of fertility. Overall fertility has been declining in India; the 
total fertility rate was 3.4 in 1992-93 (NFHS-1 National Family Health 
Survey); 2.9 in 1998-99 (NFHS-2); and 2.7 in 2005-06 (NFHS-3).However 
there are large differences by state, education, religion, caste, and place of 
residence. Uttar Pradesh the most populous state in India has a total fertility 
rate of over 3.8 children per woman. 
High rate of infant mortality combined with the strong son preferences 
motivated women to bear high number of children in an attempt to have one 
or two sons to survive to adulthood. Numerous pregnancies and closely 
spaced births erode a mother's nutrition status, which can negatively affect 
the pregnancy outcome (Jejeebhoy and Rao, 1995). Unwanted pregnancies 
terminated by unsafe abortions also have negative consequences on 
women's health. Therefore, reducing fertility is an important element in 
improving the overall health of Indian women. 
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Increasing the use of contraceptives is one way to reduce fertility. NFHS 
data shows trends in contraceptive use in percentage (currently married 
women 15-49 Years of age). According to NFHS-1 it was 41%; NFHS-2, 
48%; and NFHS-3, 56%). Though differences have been marked between 
Urban and rural but the gap is not very wide. In urban areas contraceptive 
use was 51% in NFHS-1; 58 % in NFHS-2, and 64 in NFHS-3, while in 
rural areas 37% was in NFHS-1; 45% in NFHS-2; and 53% was in NFHS-3. 
Place of residence, education and religion are strongly related to both 
fertility and contraceptive use. More than half of married women with a high 
school education or above use contraceptives, compared to only one third of 
illiterate women. Differentials among the religious groups are also noticed 
e.g., Muslims have the highest total fertility rate and the lowest 
contraceptive use (UPS, 1995). 
Despite a large increase in the number of women using contraceptives, (41%) 
in NFHS-1; 48% in NFHS-2; and 56%in NFHS-3) and limiting their 
fertility, there is still unmet need for contraceptive use in India. What is most 
needed among younger women is for spacing births rather than limiting 
them. This implies that methods of limiting pregnancies other than female 
sterilization (the method strongly promoted by India's family plaiming 
programme), need to be considered and promoted. (US Census Bureau, 
1998). 
Maternal mortality and morbidity are two main health concerns that are 
related to high level of fertility. In India, maternal mortality rate is very high. 
Complications of pregnancy and childbirth are the leading cause of death 
and disability for childbearing women in India. Comprehensive, high-quality 
maternity care can help prevent infant and maternal death and disability. No 
matter where they live, women should have access to the information and 
care that keeps them healthy and safe (Engender Health). 
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1.3.2 Prenatal care and women's health 
National family health surveys found that inspite of a lot of improvement, 
still a large percentage of Indian women received no prenatal care during 
their pregnancies. Most women who did not receive health care during 
pregnancy, thought prenatal care as a wastage of time and just a show-off. 
Thus, there is a definite need to educate women about the importance of 
health care for ensuring healthy pregnancies and safe childbirths. Another 
reason for the low levels of prenatal care is lack of adequate health care 
centres (Bhalla, 1995). 
1.3.3 Antenatal care and women's health 
National family health surveys show increase in antenatal care, but the target 
is not achieved according to NFHS-1, 65%; NFHS-2, 66%; and NFHS-3, 
77%; women were getting any type of antenatal care. In access to antenatal 
care rural urban gap is also very wide. In urban areas (84% in NFHS-1; 
86%in NFHS-2; and 91% in NFHS-3) on the contrary in rural areas (59% 
in NFHS-1; 60% in NFHS-2; and 72% in NFHS-3) women were having 
access to any type of antenatal care. 
Figures of NFHS-3 (2005-06) reveals that mothers who had at least three 
antenatal care visits for their last births were as a whole 50.7%, in which 
73.8% were urban and only 42.8 % were rural. It is also clearly indicated in 
the findings of NFHS that there is a direct relation between education of 
mother and in access to antenatal care. National Family Health Survey-3 
statistics show that mothers who have complete ten year of education are 
85.3%; mothers with 8-9 years of education 67.3%; mothers with less than 8 
years of education 59% and with no educafion 29.8% receiving antenatal 
care. 
Most women who do not receive health care during and after pregnancy 
thought that it was unnecessary. Thus there is definite need to educate 
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women about the importance of health care for ensuring better reproductive 
life of women. 
1.3.4 Social structure and women's health 
Social scientists are increasingly recognizing that reproductive behaviour is 
strongly related to gender inequality, especially the way inequality is rooted 
in a society's kinship structure and cultural context (Ravichandran and 
Rajashree, 2005). 
Dyson and Moore(1983) studied the organization of the patterns of gender 
equality along the cultural and demographic divide running from India's 
south-east to north-west, the kinship pattern favouring greater female 
autonomy and use of contraceptive in the south, and lower female autonomy 
and higher fertility in the north. 
Sopher (1980) and Miller (1981) stated that the variation is most pronounced 
with regard to kinship structure as it relates women's status and can be 
delineated along geographic lines; areas in the north are culturally less 
favourable to female autonomy than areas in south and east. 
1.4 Proximate Determinants of Reproductive Health 
1.4.1 Religion and fertility 
In many developing countries, particularly in India, religious and other 
cultural diversities have contributed to definite fertility differences. There is 
also definite evidence of religious differences in fertility since the beginning 
of this century as well. The Hindu tradition for example demands that every 
family should have a son. The traditional Hindu blessing to an Indian bride 
is "be the mother of eight sons" (Reddy,1996). In Hindu society, depending 
upon the pattern of their internal variations in culture, preference of son or 
daughter varies. Nevertheless, Hindu doctrines do not suggest open 
resistance to the scientific methods of family planning. Hindu customs like 
universal marriage, early age at marriage, strong desire for sons to continue 
10 
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the family line and to perform rituals for the salvation of the departed souls 
have a strong pro-nationalist orientation. The traditional Hindu way of life, 
however, facilitate reduction in the duration of effective period of married 
life through culturally prescribed sexual abstinance during early and later 
parts of marital life and also on different in-auspicious occasions during 
reproductive period (Mahadevan, 1979). 
Although among Muslims there is no organized opposition to any fertility 
regulating methods, the fertility rate of Muslims in many countries is higher 
compared to the Hindus and Christians in India. Kirk (1968) points out that 
it would seem that Muslim institutions, more than those of other world 
religions favour generally a high natality. 
The Mysore population study (U.N 1961) indicated that religion is 
associated with fertility, married Muslim women have bom on an average a 
larger number of children than Hindu women. The average for Christians is 
less than the Hindus. Driver (1963) found in central India that the average 
number of children bom to Hindu and Muslim wives (standardised for age) 
was 4.5 and 4.6respectively. In the erstwhile Travncore-Cochin state, the 
average number of children bom to wives who had completed their fertility, 
was 6.4 for Hindus and 7 for Muslims (Kump and George, 1965). In the 
Lucknow area Mukerjee and Singh (1961) found that the number of 
pregnancies per wife is 3.9 for Muslims and 3.4 for Hindus and that the 
proportion of pregnancies resulting in live births is higher among Muslims 
than among Hindus. In Bombay, Brady (1967) found that the Muslim wives 
have a significant higher average parity than the Hindu wives. 
The effect of caste on fertility has been noted by a number of researchers. In 
a survey conducted in the rural areas of Banaras revealed that the upper caste 
Hindus had lowest fertility and lower caste Hindus had higher fertility. 
Saxena found that both the cumulative fertility and age specific fertility were 
higher for the low castes, lowest for the upper castes and intermediate for the 
intermediate castes. Study found that in the rural Punjab, the predominantly 
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agricultural jats have lower fertility compared to the lower proportion of 
chamars having higher fertility. Driver also observed that the forward castes 
are having lower standardized average children compared to the backward 
castes having higher average children and the scheduled castes and tribes 
having still higher average children. 
However in Etawah district of Uttar Pradesh, rural women of high castes and 
agriculturists preferred larger families (4 to 7 children) for security in old 
age whereas those of middle and low caste non-agriculturists and labourers 
preferred smaller families (less than 4 children) because of economic burden 
in arranging marriage of their daughters, strife, adverse effects on health, etc. 
The number of studies conducted in various parts of India has shown 
significant caste differentials in attitudes towards family planning, 
knowledge of contraception and practice of family planning methods. It is 
inferred that caste does exert an influence in the acceptance of contraception. 
So the segmental division of society basing on religion, race, caste, class, 
region, language and colour is influencing the fertility and family planning 
differentials particular in the rural areas. The following extracts also gives a 
brief idea on the role of castes in the Indian society and its influence on the 
fertility and family planning variations with special reference to the rural 
communities in south India. 
1.4.2 Economic condition and fertility 
Children can be regarded as special commodity, in the economic parlance, a 
feasible relationship between income and fertility is not difficult to visualize. 
A rise in income is likely to be associated with higher fertility. The 
relationship behind this positive income-fertility relationship is that, holding 
everything else constant, higher income implies greater resources available 
to support a large family, and if children are assumed to be consumer 
durables with positive income elasticity, higher income will lead to the 
consumption of more children (Becker, 1960).early research on this 
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suggested such a possibility (Glass, 1968; Stys 1957; Driver, 1963; UN, 
1961) 
But the value or utility of children has not been invariant over time and 
space. With a rise in income, a greater concern for the quality of children 
rather than their quantity may become the dominant concern. And quality 
children usually require greater investment than return, a rise in income 
might lead to reduction in fertility. In fact, a majority of the later studies tend 
to support this negative association (Easterlin, 1975; Bulatao and Lee, 1983; 
Registrar general, 1979). However, in some cases, this negative relationship 
is interrupted at the top end of the economic scale, that is, couples with very 
high incomes have a larger fertility than those with high incomes (Bernhardt, 
1972). Undoubtedly, how children are valued in a society will be a dominant 
determinant of the fertility of the desire of the couples. The form of the 
utility function, as indicated by Becker who propounded the positive 
relationship, is determined by tastes which in turn depend on social 
characteristics like education, religion, ethnicity etc, (Becker, 1960). Thus the 
economic ends are largely determined by the socio-cultural ends of a 
society. 
1.4.3 Marriage 
The age of marriage (or entry into sexual union) and the proportion of 
women remaining single determine the number of women exposed to the 
risk of pregnancy and the duration of time for which they would be exposed 
to the risk of pregnancy. In India, marriage continues to be both early and 
nearly universal, but there are significant interstate variations in the mean 
age at marriage. Therefore, marriage is a very strong determinant of 
reproductive health of women in a country like India, where mostly sexual 
life starts after marriage. 
For most women in India, sexual activity starts in adolescence and within 
marriage (UNICEF, 1990; UPS, 1995). Early marriage was perpetuated in the 
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past by tradition, beliefs about preservation of a girl's chastity, family 
honour and the need to reduce expenditure. 
Present laws prohibited early marriage: the legal minimum age of marriage 
for girls is 18 and 21 for boys. Regardless, many girls continue to be married 
off at an early age and are expected to prove their fertility well before they 
attain full biological and emotional maturity.' 
Data from the 1992-93 National Family Health Survey, provides some 
insight into marriage patterns and fertility behaviour of adolescent girls in 
India. There is some evidence of a modest increase in the average age for 
marriage; the singular mean age at marriage for females has gone up by 4.1 
years, from 15.9 years in 1961 to 20 years in 1992-93. In all, as many as 6 
percent of 10-14 years olds are currently married. Further, 58 percent of ever 
married adolescent girls between the ages of 13 and 19 years have begun 
childbearing. This corresponds to 17 percent of all females aged 13-19 
years. 
1.4.4 The role of infant and child mortality 
Fertility decline observed during the last 20 years has been accompanied by 
substantial decline in infant mortality. The overall IMR (Infant Mortality 
Rate) in India, according to SRS estimates, has declined from 132 to 80 
deaths per 1,000 births between 1970-72 and 1990-92, while Total Fertility 
Rate (TFR) declined from 5.7 to 3.7 births per woman. The overall 
relationship between state-level IMR and TFR is reflected by the correlation 
coefficient of 0.619 between the two, which suggests that states with high 
infant mortality also have high fertility. 
The implication of high infant and child mortality for fertility behaviour by a 
gap between the average number of surviving children and the average 
number of live births per woman. For example, the average number of 
children born and surviving among women aged to years, according to the 
NFHS, were births and children, respectively. The difference between them 
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in Uttar Pradesh with high infant mortality, however, was much higher than 
that in Kerala with low infant mortality versus births. The number of births a 
woman has is included in the numerator for estimating indices of fertility 
such as TFR and Crude Birth Rate (CBR). However, when a woman says 
that she wants a certain number of children she refers to surviving children 
and not to live births. This means that a reduction in infant and child 
mortality would reduce the number of surviving children, which in turn 
would reduce TFR without reducing the desired family size. 
This connection between IMR and TFR reflects both the biological and 
behavioural effects of high infant mortality on fertility. For example, the 
duration of breast feeding for a child who dies in infancy is considerably 
shorter than for the child who survives for a longer period. Thus, the birth 
interval in the absence of contraceptive use following an infant death is 
usually shorter than that following the child who survives for more than one 
year. Moreover, a desire to replace a lost child in the subsequent birth 
interval may be implemented by adjusting the timing and frequency of 
coitus. 
The relationship between IMR and TFR also reflects the fact that high 
fertility in a community means a higher proportion of high parity births and 
the fact that IMR is also high among births of high parity. Hence, a 
reduction in TFR achieved through a reduction of high parity births would 
also reduce infant mortality. However, direct interventions to reduce infant 
mortality at all parities, and especially at the first parity, are most likely to 
reduce TFR. Such policies need special attention in Assam, Bihar, Madhya 
Pradesh, Orissa and Uttar Pradesh where the level of IMR is estimated to be 
as high as 85 deaths or more per 1,000 births. 
1.4.5 The role of female education 
Female education in many societies have been found to be associated with a 
desire in decrease in indicators of fertility and mortality. India is no 
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exception. The assumption about the fertility reduction effect of education is 
based on the observation that advancement in female education leads: (i) a 
decrease in demand (ideal or desired) for children; (ii) an increase in age at 
marriage; (iii) an increase in the use of contraception; and (iv) a decrease in 
the incidence and duration of breast feeding and postpartum abstinence. 
Improvement in girl education will reduce fertility as they move through 
their reproductive period. There are two reasons for not expecting a 
feedback loop of children's education for parental fertility. The first reason 
is based on demographic realities and the second on the belief that parents in 
high fertility societies tend to maximize their own welfare rather than their 
children's. 
In high fertility societies, by the time the eldest child is likely to complete 
primary education; the mother would be about 30 years of age and, on an 
average, would have completed about 70 percent of her marital fertility. If 
the effect of child's education on parent's fertility is postponed until she/he 
completes secondary school, the mother will be close to completing her 
childbearing process. 
If benefits to parents from their children's education are higher than the 
corresponding costs, they are unlikely to reduce their fertility because more 
children would mean higher benefits. On the other hand, if benefits from 
their children's education are lower than the corresponding costs, the 
outcome is likely to be no education for children and low fertility for 
parents. In brief, children's education is unlikely to have a negative feedback 
effect on parent's fertility unless parents are assumed to maximize the 
welfare of their children at an early stage of childbearing. But if that were 
the case, parents would already have small families (Jain, 1982) 
1.5 Use of Contraception 
Contraceptive use is one of the major determinants of fertility in modem 
times. India has officially accepted a nationwide family planning programme 
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since 1952, but the use of contraceptives did not spread widely. The 
programme has since 1960s, been collecting statistics on the distribution and 
acceptance of four methods provided by the programme (condoms, lUD, 
oral pill, sterilisation ) and has been converting them into couple protection 
rates (CPR) on a yearly basis for all the major states of India (Visaria, 
1999). 
1.5.1 Duration of breastfeeding and length of postpartum amenorrhoea 
It is reasonably well established that breastfeeding is the principal 
determinants of postpartum amenorrhoea and with the increase in the 
duration of breastfeeding, the duration of amenorrhoea rises. In a survey of 
four districts undertaken in Gujarat in 1989, the estimated mean duration of 
breastfeeding ranged between 21 and 26 months (Visaria et al, 1995). It is 
often said that compared to rural women, Urban women tended to breastfeed 
their children for a shorter period. 
1.6 Strategies to Improve Reproductive Care and Health (RCH) 
Services 
The goals of the population policy in India are ambitious and can not be met 
by the efforts of the government alone. A multi pronged approach is needed 
in partnership with different stakeholders. Opinion leaders, non-government 
organizations, cooperatives, private health sector, and other agencies have to 
play a major role in achieving the policy objectives. 
1.6.1 Strategies for Community Involvement 
1.6.1.1 Age at marriage 
Though a lot of decreased have been marked in legal age at marriage since 
last 10 years. But still a very high (more than 50%) girls in India marry 
before reaching the legal age of marriage. Low age at marriage not only 
contributes to the high fertility rate but also to the risks associated with early 
childbearing. Childbearing at a young age also contributes significantly to 
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the infant mortality rate. An increase in the age at marriage is possible only 
when there is a major change in social values and attitudes towards the girl 
child. And to bring about these changes, the understated points are proposed. 
• Services of advocacy groups such as religious leaders and women's 
groups will be used to bring about changes in the values and attitudes 
of people, particularly in rural areas. 
• Electronic media will be used to disseminate information on the legal 
age at marriage and also on the adverse consequences of early 
marriage on the health of adolescent girls. 
• Those marrying before the legal age will not be eligible for any job 
in government marriage organizations. 
• Registration of marriage will be made compulsory and panchayats 
and urban local bodies will be entrusted with the responsibility for 
registering marriages. 
1.6.1.2 Adolescent education and family life education 
Family life education (FLE) will be provided to adolescent boys and girls. 
Family life education will cover planning for one's future and the 
importance of education, gender roles and responsible parenthood. 
• The department of health and family welfare in consultation with the 
department of education and other stakeholders will develop curricula 
appropriate to the cultural milieu and introduce a FLE programme in 
secondary schools and colleges. 
• NGOs will be involved in FLE programme implementation for girls not 
attending schools, particularly in urban and rural areas. Pathfinder 
international has done a lot of work in this direction in India. 
• Parents and community leaders will be involved from the beginning 
and throughout the implementation of any adolescent FLE initiative to 
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ensure social support. Orientation programmes will be organized to 
encourage parents to send their adolescents to the programme. 
• Learning material appropriate for adolescent boys and girls on key 
topics will be generated and made widely available. 
1.6,1.3 Empowerment of women 
Women bear the entire burden of child bearing and child rearing. Yet, in 
most cases, they have very little say in decisions about their own 
childbearing, when to have children, how many children to have, and 
whether to use contraceptives. If women had the choice, many would prefer 
to have fewer children than what they actually have. There is a need for 
reform to eliminate gender inequalities and a multi-pronged approach to 
empower women. 
The Government of India has already initiated a series of measures in this 
direction. In several development programmes such as the Integral Rural 
Development Programme (IRDP), Training Rural Youth for Self-
Employment (TRYSE), Jawahar Rozgar Yojna (JRY), Jawahar Gram 
Samridhi Yojana (JGSY) and several other schemes. It has been made 
compulsory to have 30 to 40 percent women as beneficiaries. 
• 33 percent of all new jobs in the government sector or in organizations 
owned and controlled by the government will be reserved for women. 
• 33 percent of all commercial establishments such as ration shops, which 
require government licenses will be reserved for women. 
• Education, particularly girl's education, is important to empower 
women. Special awareness campaigns on the importance of female 
education. 
Milk cooperatives run by women, currently in operation in 12 districts, 
will be extended to all districts, and exclusive women cooperatives will 
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be formed to encourage participation of women in different economic 
activities. 
» The strong bias of the society against girls is manifest in the preference 
for sons, and the extreme form of bias is reflected in the rising tendency 
of couples to opt for termination of pregnancies if the foetus is known to 
be female. A law has already been enacted to prevent such heinous 
practices, and all provisions of this law will be rigorously and strictly 
enforced. 
All forms of gender bias in the provision of services to women will be 
eliminated by sensitizing personnel in different departments, particularly 
in the health and family welfare department. 
1.6.1.4 Role of panchayats in programme implementation 
Panchayats have a constitutional responsibility for health, family welfare 
and education activities. Last year, the state government took active steps to 
devolve financial and administrative powers to the panchayats. The state 
government recognizes the overarching role that the panchayats can play in 
the implementation of the family welfare programme by converging services 
from a host of developments and by using their influence to advocate the 
small family norm and create demand for services by mobilizing the 
community. However, panchayats need to be further strengthened and 
empowered to fulfil their role with respect to programme implementation, 
supervision and monitoring. 
• Panchayat meetings at all levels will begin with the review of 
reproductive and child health programme performance. 
• Health and welfare committies of the panchayats would identify area 
specific unmet needs for reproductive health services and develop 
village level plans to provide these services. 
• Of the total financial resources allocated to Panchayati Raj institutions, 
10 percent will be earmarked for the performance in the areas of 
reproductive and child health services and female education. 
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• Every year each district, block, and gram panchayat would be appraised 
for its contribution to meeting reproductive, child health and family 
planning needs and for recording marriages, births and deaths. 
1.6.2 Strategies to Involve Private Sector 
1.6.2.1 Non-government organizations (NGOs) 
The government of India will encourage non-government organizations to 
implement innovative reproductive health programmes. Ability to mobilize 
and involve communities in development programmes is the major strength 
of non - government organizations. India has several hundred non-
government organizations. By providing financial and material resources 
and capacity- building opportunities to NGOs, community-based counseling 
and service delivery can be expanded rapidly to underserved rural areas and 
urban slums. The Society for Innovations in Family Planning Services 
(SIFPSA) has supported several innovative NGO projects in the past five 
years and many of these NGOs have made impressive contributions to the 
RCH programme. 
Pathfinder international 
Pathfinder international has been working in India since I999.Current 
programs are located in urban slums and rural areas of five states across 
India, including Delhi, Bihar, Rajasthan, Maharashtra, and Kamataka 
(Pathfinder,2006). 
• In a culture with long-standing traditions of early marriage and 
childbearing, Pathfinder works to promote knowledge and 
understanding of the dangers of adolescent childbirth, the personal 
health benefits of delaying the first birth until a woman reaches age 21, 
and spacing subsequent children by at least 3 years. 
Pathfinder international integrates HIV/AIDS and sexually-transmitted 
infection(STI) prevention, care, and support with its reproductive health 
programs in India. 
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Pathfinder worked to improve access to safe abortion services, primary care 
practitioners were trained in the use of manual vacuum aspiration and 
medical methods for first trimester abortions. Community-based 
communication activities for women increased their awareness of issues 
related to safe abortion and enabled them to seek services early on from 
qualified provide with quality counseling on family planning methods 
(Pathfinder,2006). 
Engender Health 
Engender Health's approach to maternal health is holistic, addressing 
women's sexual and reproductive health needs throughout their lives, 
including adolescence. Ensuring the availability of quality services helps 
pave the path for appropriate, specialized care during pregnancy, labour and 
delivery. Still, for many women, pregnancy marks their first contact with a 
health care system, which provides an unmatched opportunity to not only 
help make pregnancy and delivery safe for both mother and child, but also to 
address broader aspects of women's health including family planning, and 
HIV and other sexually transmitted infections. 
Engender health has worked in India since 1998. Reproductive Health and 
Family Planning Programme, part of the innovations in family plaiming 
services (IFPS) programme, focused on Uttar Pradesh and Uttaranchal. 
Engender Health's programs ensure that health facilities are equipped with 
supplies and well-trained staff to provide high quality services support. 
Engender Health manages the following major projects worldwide: 
The Acquire Project (access, quality, and use in Reproductive Health) 
works globally to advance and support the availability, quality, and use of 
facility based reproductive health and family planning services at every level 
of the health care system and to strengthen links between facilities and 
communities. 
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QHP (Quality health partners) works to ensure high-quality reproductive 
and child health services in Ghana. AWARE_RH in China, R3M in Ghana, 
APHIA Nyanza in western Kenya (Engender Health, 2007). 
1.6.2.2 Cooperatives 
The government of India has many cooperative societies. Among these 
societies UP has 20,311 primary cooperatives with 22.48 million members 
spread over sectors as diverse as agriculture, credit, handloom, dairy and 
sugarcane. Being economic platforms, with organizational strengths in rural 
areas and good understanding of rural markets, these cooperatives offer an 
opportunity for involving large networks of volunteers in the promotion of 
family planning and RCH services 
• Milk cooperatives will be used for service delivery using the model 
developed by SIFPSA. 
• Primarily agriculture credit societies will be used as depots for both 
free and subsidised brands of contraceptives and as points for 
promoting RCH services. 
1.6.2.3 Organized sector 
As part of SIFPSA facilitated initiatives, individual industrial units and 
organized chambers of commerce have started providing RCH services to 
employees and their families and the community around them. These efforts 
by the corporate sector will be further expanded and strengthened. 
Large industrial units in both the private and public sectors will be involved 
in the delivery of RCH services. These industrial units have management 
strengths and excellent captive hospital facilities that could be used to 
provide clinical services to the rural and urban communities. 
1.6.2.4 Indigenous system of medical practitioners 
India has many registered indigenous system of medical (ISM) practitioners 
belonging to the ayurvedic, unani, and homeopathic schools of medicine. 
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There are perhaps an equal number of non-registered medical practitioners. 
A large proportion of rural population seeks health services from ISM 
practitioners to provide family planning services is immense. 
• ISM practitioners, who are the first point of contact for health care in 
rural areas, will be trained to provide counseling and services related to 
family planning through district level training projects. 
They would be promoted as trained family planning counselors and used as 
depots for free and priced oral contraceptives, condoms and other 
reproductive health products. (Population Policy of Uttar Pradesh,2000). 
1.6.2.5 Private health sector 
Given the huge task of providing services to a large number of eligible 
couples every year to reach replacement-level fertility, the public health 
sector alone will not be able to cater to the needs of all. Partnership with the 
private sector is essential. In India, the private health sector is in its early 
stages of development. Government will initiate steps to expand the private 
health sector and also to utilize the facilities in existing heath institutions. 
• Private health institutions, meeting quality standards to provide 
sterilization and lUCD services, will be identified in each district. 
• Private medical practitioners will be trained in providing quality family 
planning services. 
• Wide publicity will be given to recognized institutions, and people will 
be encouraged to utilize services at these institutions. 
For private recognized health institutions and people will be extended in the 
form of supply of equipment and other resources. (Population Policy of 
Uttar Pradesh,2000). 
1.6.2.6 Contraceptive marketing 
Use of spacing methods in the country is very low. Of the total number of 
currently married women in reproductive age, very few use spacing 
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methods. A large proportion of users of spacing methods depend on the 
private sector for fully priced or subsidized products. Contraceptive 
marketing has to play a major role in promoting the use of spacing methods, 
particularly condoms and oral contraceptives (Population Policy of Uttar 
Pradesh,2000). 
1.6.3 Strategies to Improve Access to and Quality of RCH services 
1.6.3.1 Maternal health services 
Maternal health services, particularly antenatal care and postnatal care 
services, require special attention to reduce both maternal and infant 
mortality. A large proportion of women in both urban and rural areas are 
anaemic and are not protected against tetanus. The proportion availing of 
postnatal care services are also very \(m. Prophylaxis against nutritional 
deficiency would be able to save many lives. 
• ANMs will register all pregnant women in rural areas in the first 
trimester with the help of periodic surveys. 
• Pregnant women would be given at least two doses of tetanus (TT) 
injections and 100 tablets of iron and folic acid (IFA) twice a year, 
following the special campaign approach in addition to the regular 
services at all services delivery points. 
• 
• 
Antenatal check-ups will be conducted to identify pregnant women at 
risk and the referral system will be strengthened to serve these women. 
Supplementary nutrition will be provided to all pregnant and lactating 
women and an lEC campaign will be launched to promote healthy food 
habits. 
Postnatal check-ups will be done by ANMs at both sub centers and also 
during home visits. 
Infertility clinics will be opened in all district hospitals and services will 
be provided to couples having infertility problems. 
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• Maternal health care services will be set up in all villages with more 
than thousand people, initially by involving community members and 
mobilizing resources from the community. 
Facilities and trained personnel will be made available at the CHC level to 
treat women with reproductive tract infections (Population Policy of Uttar 
Pradesh, 2000). 
1.6.3.2 Deliveries by trained personnel 
Deliveries conducted by trained personnel are extremely low in Uttar 
Pradesh (UP). Most of the deliveries take place at home and are attended by 
untrained personnel. 
This has led to high infant mortality, particularly neo natal mortality and 
also maternal mortality. To reduce infant and maternal mortality, added 
emphasis will be placed on increasing institutional deliveries and the 
proportion of deliveries attended by trained personnel. 
• The proportion of institutional deliveries will be increased substantially 
by encouraging women to avail of the facilities available at block PHC, 
CHC, and health institutions above the CHC level. 
• In a phased manner, round-the-clock service centers will be opened in 
all health institutions with facilities to conduct deliveries. 
• Panchayats will be provided funds to provide transport and other 
facilities for emergency delivery. 
• Traditional birth attendants will be trained in all villages in conducting 
safe deliveries, and innovative approaches will be initiated to provide 
safe delivery kits to trained dais. 
Refresher training programmes will be conducted for trained traditional birth 
attendants on a regular basis (Population Policy of Uttar Pradesh,2000). 
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1.6.3.3 Sterilization services 
Sterilization services have a major role to play in the reduction of fertility. 
Demand for sterilization services is very high and has increased over time. 
Health worker's visits to villages and their contacts with women to promote 
informed choice have also declined. There is an urgent need to streamline 
service delivery systems to provide services to voluntary acceptors of 
sterilization methods (Population Policy of Uttar Pradesh,2000). 
1.6.4 Strategies to Improve Service Delivery Systems 
India has unmet need for contraceptive services. This is primarily gaps in the 
existing health infrastructure and services and the lack of out-reach to 
remote areas and under served groups. One of the main challenges for the 
family welfare programme in UP is to expand coverage of services by 
increasing their reach and improving their quality. The government will 
endeavour to identify the strengths of the programme and build on them 
while at the same time removing weaknesses that impede its acceptance. At 
the village level, efforts would be made to identify specific unmet needs in 
the reproductive and child health programme and focus efforts of all 
departments to provide quality services. The service delivery system would 
have operational strategies geared to cater to the needs of rural as well as 
urban expanding areas. These strategies would be reviewed regular intervals 
to ensure that they are implemented in an efficient manner and are 
continuously focused to meet client needs (Population Policy of Uttar 
Pradesh,2000). 
1.7 Chapter Plan 
The thesis comprises of six main chapters followed by bibliography and 
appendices. 
First chapter deals with definition of reproductive health, variables, 
proximate determinants, strategies for the improvement of Reproductive 
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health, and role of NGOs in improving the health of the women. It also 
presents the objectives, methodology, and limitations of the present study. It 
explains the rationale for carrying out the present study. Second chapter 
highlights historical background, geography and socio-economic conditions 
of Dibai Town. The third chapter presents the literature review. Relevant 
findings and excerpts of the literature reviewed are classified and presented 
with the aim of identifying the research gap. The analysis of the surveyed 
data, interpretation, and discussion are presented in chapter fourth and fifth. 
The fourth chapter deals with the impact of society and culture on 
reproductive health. Chapter five deals with the problems of reproductive 
health and use of various method of fertility control in Dibai town. The six 
chapter draws results and conclusions of the study. 
The thesis ends with the bibliography followed by the appendices. 
Research Methodology 
1.7.1 Scope of the study 
The scope of the study defined in terms of subject coverage, area coverage 
and period coverage-
1.7.1.1 subject coverage 
In terms of subject coverage, the present study is related to an inquiry into 
the broad area of society, culture and reproductive health. In doing so the 
coverage includes issues related to Historical and Geographical aspects of 
the town in study, Economics and Trade, Education, Religion, Culture and 
Caste system of the study area. So far as the reproductive health aspects is 
concerned, the coverage extends to social attitudes towards reproductive 
health dimensions of fertility, problem of reproductive health and use of 
contraceptive etc. 
1.7.1.2 Area coverage 
In order to achieve the objectives of the study, the town of Dibai in district 
Bulandshahr of Uttar Pradesh was concerned. No such study has ever been 
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conducted in this area and therefore there need was as to partake a study on 
the reproductive health, attitude and problem among women of this area. 
1.7.2 Research design 
The present study is based on the objectives as mentioned in the previous 
section. In the light of these objectives the technique of investigation to be 
adopted, tools to be used and pattern of analysis to be followed were to be 
determined. 
In order to achieve the objectives of the study, exploratory research design 
was used as it provides a wide scope to understand the problem in depth. 
The present research consisted of structured and unstructured interview 
(interview schedule was prepared in advanced and some additions were 
made after few interviews.) The field work was conducted between April 
2004-2005. The information gathered through interviews was used to 
prepare case studies. Some representative cases have been included in 
chapter four and five. The technique of in-depth qualitative interview was 
used to solicit detailed informafion. Each respondent was visited more than 
once. 
Convenience sample technique was used to conduct interviews. The target 
was to conduct more than 150 interviews equally divided between Hindu 
and Muslim women. It was further divided into upper and lower caste 
families; having the lowest proportion in the total population of Dibai, 
therefore only a few cases could be covered. 
Interview of women and sometimes their families were conducted in their 
houses, doctor's nursing homes and government hospitals. These interviews 
were recorded with notes taken on site. I also interviewed a range of medical 
practitioners, including doctors, nurses hospital & local midwifes (Dai). In 
addition to discussing child birth in homes and hospital, I also had the 
opportunity to observe postpartum rituals and rites such as bathing and 
dietary practices, in variety of setting. 
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1.7.3 Design and content of interview schedule 
In order to get the necessary primary data, interview schedule was prepared 
through identifying issues related to research topic (refer to appendix- 1). 
After a few interviews, some additions were also made in the schedule. 
Data analysis technique 
The collected primary data have been processed and developed into case 
studies. The case studies were analyzed, and content analysis was done. On 
the basis of the information, major themes were categorized and discussed. 
1.7.4 Objectives of the study 
The general objective of the study is to analyse reproductive health of 
women in relation to society and culture in Dibai. 
The Present research work is split up as per the following specific 
objectives. 
1. To identify the socio-economic conditions of Dibai town affecting the 
reproductive health of women. 
2. To determine the extent to which formal and informal education is 
helpful in reducing the fertility rate, and to take pre-natal, post-natal 
and post-abortion care. 
3. To see the role and attitude of society and the family members of a 
woman in high fertility rate. 
4. To determine the role of NGOs and government health workers in 
improving the reproductive health of women. 
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CHAPTER 2 INTRODUCTION OF THE TOWN 
2.1 Geographical Profile 
The town of Dibai, comes under the district of Bulandshahr, and is about 120 
km southeast of the national capital, New Delhi. It is situated in the western 
region of the state of Uttar Pradesh (UP), a northern state which was till 
recently the biggest (before the state of Uttrakhand was carved out of it from 
the north) and is the most populous in India. Dibai comes under the M.P. 
(member of parliament) constituency of Khurja (50 km from Dibai) and has one 
M.L.A. (member of legislative assembly) assembly seat. The town has an area 
of 2.33 sq. km., with a population of about 34853 (Luxman, 1980). The 
coordinates of Dibai are 27° 52' 30" North latitude and 77° 5" East longitude. It 
is approximately 200 meters above sea level. The Ganges flows 8 km away, on 
the northeastern side of the main town (Kishore, 1998). 
You will find nothing very striking or different about this town when compared 
to other small U.P. towns. Nevertheless Dibai is an important town of this 
region. It is ideally situated on the important highway (NH 93), not very far 
from the national capital and acts as a commercial, educational and healthcare 
center for the surrounding small towns and villages of this region. Dibai's 
significance also, lies in the fact that it is the only major township close to the 
Narora Atomic Power Plant (NAPP), just 15 km away. In the recent past, Dibai 
was often in the news because it was the assembly constituency and seat of the 
former chief minister of the state, Mr. Kalyan Singh. And then his son, Mr. 
Raj veer Singh was the elected member of legislative assembly (ML A), in 2002. 
In the days gone by, Dibai was famous for its crafted cheelams (an earthen pot 
used for putting tobacco and coals, mounted on the hukka (the standing 
smoking pipe) and aathishbazi (fireworks). Dibai's craftsman had the 
reputation of making one of the finest cheelams and would display some of the 
most breathtaking fireworks at marriages parties, functions and festivals. Times 
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Chapter 2 Introduction of the town 
have changed and the demand for these crafts is negligible and hence the once 
very the popular cottage industry of cheelams and aatishbazi is almost dead. 
You may enter Dibai from north, i.e. from Delhi side by the Delhi - Badaun 
highway. This highway connects at 90 degrees with the national highway (NH-
93) of Agra - Muradabad, 3 km before the town at an intersection called Dibai 
doraha. From this point, to the right (east) is Aligarh city at 43 km and to the 
left is Anupshahr town at 15 km. Another option to reach Dibai is by train from 
the southern side. Dibai's railway station is located 3 km away from the town at 
Kaser village, on the Aligarh - Chandausi - Dehradun rail line. 
There are trees lined by the roadsides and green agricultural farms extending to 
as far as you can see. On entering the town, the greenery suddenly disappears 
and in place of the trees, buildings big and small, old and new starts to appear 
alongside the highway, which runs straight through the town. Just on the point 
of entry, is the police station cum check post, followed by the government 
hospital and then the anaaj mandi (crops market) to the right and a petrol filling 
station on the left. 
As seen in other towns, here also the line of shops starts with the garages, with 
trucks and buses lined up, mechanics and vehicle spare parts shops, and dhabas 
(road side restaurants) on both sides of the road. As you enter ftirther, the 
traffic on the road starts to get thick. The traffic is a mix of bullock carts and 
tractor trolleys loaded with agricultural products, horses carts, rickshaws, 
cycles, two wheelers and of course the trucks, buses and small vehicles passing 
by the town. The roadside hawkers selling fruits, vegetables and other petty 
goods, on carts and sitting on the ground, adds to the traffic commotion. 
On moving ahead there are stores and small showrooms of electronic goods and 
two wheelers. There are also nursing homes and doctors clinics, schools, iron 
fabricators, fertilizers and seeds stores. By the sides of this road are also present 
all the three cinema halls of the town. We can say that the trades and services 
that require larger space to operate are situated on this highway as it the only 
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wide enough road of the town. A couple of hundred meters down, a road at 
right angle goes inside on the left and straight into the heart of the town, and 
comes out of Dibai on the eastern side (refer to maps). This can be called the 
main road inside Dibai. After coming inside on this road for about 200 meters 
or so, stands the Ghanta Ghar (clock tower) of Dibai. Behind it is the sabzi 
mandi (vegetable market) and a little ahead on the road is the old sarrafa 
bazaar (gold market), with only few gold shops left now. Another important 
lane goes on the right side from this clock tower and after piercing through the 
markets, and taking further right turn, connects with the highway towards the 
end of the town. At the end of the town on this road is Digamber Degree 
College and Kuber Inter College on the right side. And by these two roads, the 
main road and the lane just mentioned, are situated the main markets of Dibai. 
Moving straight ahead from the clock tower for about 100 meters, the lane 
again bifiircates into two, and at this point is a small park with the statue of the 
great freedom fighter - Chander Shekher Azad. One lane goes straight, and 
moving a little fiirther there is the Municipality building on the right. Move a 
little fiirther and you will come out of the town. Traveling on it for about 8km 
and you will reach the banks of the holy Ganges at Karanwas. Many shops of 
these markets still have old folding wooden doors, with the shopkeepers sitting 
on the floors and selling their merchandise. There are smaller streets and lanes 
in-between. These markets appears very busy and crowded, with locals and 
people from the near by villages. Being a small town, most of the local people 
know each other and are seen exchanging greetings. The market place is 
intertwined with residential settlements also, generally on the backside of the 
markets. 
Both Hindus and Muslims (in minority) do their respective businesses side by 
side, but their residential localities are polarized. With the Hindu populace 
occupying the majority of the northern and central region of the town, Muslim 
mohallas (localities) start from south of the central region and stretches across 
the southeastern part of Dibai. This residential polarization grew stronger after 
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the communal riots of 1984 and then of 1992. Being close to a highly 
communally sensitive city of Aligarh, tension flare-ups here are immediate, in 
reactions to any untoward instances in Aligarh. 
Although no greenery may be seen in the major part inside the town, it is 
generally pollution free except for the dust and dirt. Dibai has all the 
components of a rural township; nevertheless it also has all the basic modem 
day facilities at its disposal. People can be seen taking on the mobile phones, 
riding new two wheelers, their color TV's have cable connections, cinema halls 
showing latest releases and so on. It is bustling with all sorts of activities in the 
mornings and afternoons. But as the evening approaches the pace of things get 
suddenly very slow. And as the night takes over, the streets and lanes starts 
getting deserted, with very few people roaming around. This is generally the 
time of power cuts also. Nevertheless, some activity could still be seen at 
sweets shops, where people could be found till late; drinking hot milk and at 
paan (beetle leaf) shops savouring pofan, smoking and gossiping. 
Dibai also bears a neglected look of a typical U.P. town. Neglected by the 
various governments which did little for its development and unable to provide 
employment to its people. There are no industries, big or small in or around this 
town and the poor people still have to struggle very hard and go to far off 
places to earn their daily meals. Please also note that this was the constituency 
of a former chief minister of the state. 
On the contrary Dibai could have been a much developed and prosperous town. 
Despite of all its shortcomings, Dibai is not a sleepy town at all but a place 
bustling with all sorts of activities both commercial and social. 
2.2 The region in Ancient Times 
Kishore (1998) has thrown light over the historical importance of Dibai. The 
region, in which Dibai is situated, has a very ancient background. In thQ period 
of Mahabharata, this place was in the kingdonj of the Pandawas. Just before 
the birth of Christ, Mitrawanshi king Gomitra was its ruler. From 176 to 76 BC 
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this place went in the hands of Kushan. In the Maurya period, 322 to 185 BC, 
this was the kingdom of Chandragupt Maurya and Ashoka the great. Then the 
Guptas dynasty kings, Samundragupt, Chandragupt, Vikramaditya and 
Kumargupt ruled this place from 320 to 545 AD. In Kheda, a village close to 
Dibai, a bronze plate, with engraved description of this period, was found, 
throwing light on the importance of this region. 
The Rajput king Mahendra Bhoj (840 - 890 AD), was the first Rajput ruler of 
this place. In and around 1029 AD, this region became the stronghold of the 
Dhakara Rajputs. This place was under the control of Kannauj 's Gahdwal 
rulers from 1098 to 1193 AD (Kishore, 1998). 
In 1193 AD, Qutubuddin Aibak brought this region under his kingdom and 
made Qazi Nasiruddin its governor. From 1211 to 1235 AD, Iltumush was the 
subedar. 1290 to 1296 AD Jalaluddin was made the subedar, who established 
cantonments in this area. When Jalaluddin became the sultan of Delhi, he 
appointed his nephew Allauddin the subedar of this region. Moreover, after 
murdering his uncle Jalaluddin, Allauddin captured the throne of Delhi. It was 
from Dibai's cantonment, that Allauddin called the forces for help, in the battle 
with the ruler Qutluk Khan near Delhi and Qutluk Khan was defeated. 
1556 to 160 AD5 was the period of the great Mughal king Akbar, and Dibai 
gets mentioned in Aaen - e -Akbari (Luxman, 1872). Dibai then belonged to the 
district of Thana Farida in the Sarkar ofKoil, in the Agra zone (Nevill, 1903). 
And the revenue collection from this area was more than twenty-one lakhs 
rupias (Luxman, 1872). 
Dibai is said to have been built on the ruins of Dhundagarh. At the time of 
Sajid Salar Masud Gazi, in 420 hijri, the latter expelled the Dhakra Rajputs 
from Dhundagarh and destroyed the town. The place was afterwards called 
Dhundai and then Dibai (Luxman, 1872). 
In 1746 AD, Ahmadshah Abdali attacked this region. He made Najah Khan the 
ruler of Delhi. Najab Khan ruled this area through subedar Afasayeb. Latter, 
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Nqjab Khan's grandson, Gulam Qadir occupied this region but Gwalior's 
maharaja Madharao Sindia's maratha forces killed Gulam Qadir and 
established their rule here (Kishore,1998). 
In 1797 AD, a general by the name of Patron was appointed and sent by the 
marathas to collect land tax from this region. But the British general Lord Lake 
brought him on the his side, eventually in 1802, this region came under the 
British hand from the Marathas (Kishore,1998). 
2.3 Dibai in the British Period 
In 1803, the British appointed James Skinner to administer the area from Dibai 
to Aligarh. In this period, Dibai was included in the district of Aligarh. Later 
when in 1824 district Bulandshahr was formed, Dibai was assigned to it. In 
1844, the Pargana boundaries were revised, 14 villages were added to Dibai 
from the neighbouring Parganas. Dibai was made the headquarters of the 
tehsil. The tehsildar resided in the old fort of the Maratha Amil. But in 1859 
tehsil was shifted to Anupshahar (Nevill, 1903). 
Due to a large increase in the population of the town, on 17th august 1860 AD, 
Dibai was converted into a municipality, but in June 1870 AD, due to 
insufficient funds, that were required to run the municipality, Dibai was again 
brought under the Chokidar Act of 1859 (Luxman, 1872). 
Dibai was an old and important town in the center Qi\hQ pargana, lying on the 
north side of the road from Bulandshahr and Shikarpur to Ramghat. This was 
the southern pargana of the tehsil lying between Anupshahr and Shikarpur on 
the north and Atrauli tehsil of Aligarh district on the south. To the west was the 
pargana of Pahasu and to the east the boundary was formed by the Ganges, 
which separated it from the district of Badaun (Nevill, 1922). The town lands of 
Dibai covered an area of 3,430 acres and surrounded on three sides by the 
stream Choiyya (Fazli,1960). Two branches of this stream, Choiyya and the 
Nim nadi, united just below Dibai and flowed southwards into Aligarh. This 
fornied a fairly efficient drainage channel. The town was surrounded by groves, 
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which covered 196 acres. The cultivated land was irrigated from wells, the 
cultivated class being lodhs, chamars, and sheikhs. The lands were assessed to 
revenue of Rs 7000 (Nevill, 1922). 
In 1847 AD, there were 7,837 inhabitants, which in 1853 AD rose to 8,586 but 
fell in 1865 to 7167 AD. Since then the town has recovered rapidly. In 1872 
AD, there were 7,732 people and in 1891 AD, the total rose to 8,382. The next 
census showed Dibai having a population of 10,579, of whom 5,500 were males 
and 5,079 females. Classified according to religion, there were 6,492 Hindus, 
3,875 Muslims, and 212 Aryans and Jains (Nevill, 1922). The Zamindari of the 
town was divided into five shares. The Sheikhs held two and a half, Thakurs 
and Baniyas had one and half each and the remaining share was in the hand of 
the other Hindus (Nevill, 1922). 
The road on both sides of the town was metalled .The principal entrance to the 
town was by a new metalled road from Bulandshahr, which was joined by a 
metalled road running north and south through the bazaar and represented a 
continuation of the old road to Anupshahr. The old road from Bulandshahr was 
now no longer in use. It formerly ran east and west through the center of the 
town and crossed the Anupshahr road in the center (Nevill, 1922). 
The bazaar entirely composed of brick built houses and terminated in the north 
of the town beyond the police station. A fine tank was built here during the time 
of Mr. Growse, but had no water in it. It was hoped that it might be possible to 
connect it with the canal, which was not far off (Nevill, 1922). Dibai had its 
railway station at Kaser village, 3 miles on east, traversed by the Oudh and 
Rohilkhand railway from Aligarh to Chandausi. 
In those days, Dibai possessed a police station, a post office, a dak bungalow, 
seven sarais, and an Anglo Vernacular school. This English school was 
attended by 150 boys and was supported partly out of the fees from the market, 
and partly from private subscriptions, contributed for the most part by the 
Thakur baniyas - an important family of the town (Nevill, 1922). Dibai, the 
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pargana was a large and flourishing town , having considerable commercial 
importance being a busy center of cotton trade . The market days were 
Mondays and Thursdays of each week. 
2.4 Dibai's Role in the Freedom Struggle 
In 1857 AD when the first freedom movement started, Dibai was not left 
behind. When A.P. Narayan ( one of the freedom fighter) brought the flame of 
freedom and message of revolt from Aligarh, he was arrested on 20"" May 1857, 
and was hanged, along with the other freedom fighters. Like other various 
places of Aligarh and Bulandshahr, Dibai also revolted. In November 1857, 
Dibai's people refused to pay the taxes to the Britishers. To curb this revolt, 
general Puth was called. The general with his army came via Anupshahr and 
entered Dibai from Karanwas and inflicted great pain and suffering on the 
freedom fighters. Such an instance took place again on the 5^ December 1857, 
when the British army came. After the failure of the revoh of 1857, the English 
police used to harass the freedom fighters and their families (Kishore, 1998). 
On the no cooperation call in 1921 AD and salt satyagrah (Gandhiji's 
movement for freedom) in 1930 AD, by Mahatma Gandhi, Pyaray Lai of Dibai 
along with many others got themselves arrested who were put in prison for 
months. Again, on the 4^*^  January 1932 AD, when Mahatma Gandhi and 
Sardar Pate I were arrested, along with whole of India, Dibai's people came 
forward and got themselves arrested. Prominent leaders among them were 
Abdullah Hakim and Dr. Shriram Goel. They were sentenced to six months 
imprisonment (Kishore, 1998). 
In 1934 AD, from 1'' to 3"* June, under the leadership of AsafAli barrister 
(lawyer) a grand political rally was organised in Dibai. More than 20,000 
congressional representatives and supporters took part in it. On April 1936, 
when the British government applied their constitution of 1935 AD AD over 
India, a strike was called in Dibai and people from every walk of life, came out 
in its support. In 1942 AD, after Gandhi Ji's call of 'Quit India' and when he 
38 
Chapter 2 Introduction of the town 
called the nation for 'karoya maro' (do or die), all Dibai's nationalists jumped 
in the movement. To control the nationalist movement, the English police 
sealed the Congress office on the 9* August 1942 AD and confiscated 
everything from the office. Hence, Dibai proudly found itself in the thin and 
thick of the whole freedom struggle (Kishore, 1998). After independence, Mr 
Irtaza Fazli (younger brother of the researcher's grandfather), a freedom 
fighter, and congress candidate became first MLA of the region. 
2.5 Dibai at Present 
The present day Dibai, is a typical Uttar Pradesh town, politically awake and 
active but economically backward. 
The town is fiilly electrified but coming under rural area, it has to bear with its 
share of power cuts and load shedding. The internal roads and streets are 
metalled and the new ones being made are of concrete. The water supply is 
satisfactory and the supply timings generally depend on electricity timings. The 
water is supplied from the main overhead tank. Though being economically 
backward, Dibai has all the modem day amenities. 
As Dibai lies on the Delhi - Badaun and Bharatpur - Moradabad highway, it is 
well connected with other important cities, by UP roadways and DTC bus 
services. And at a distance of three kilometres at Kaser village is Dibai's 
railway station, on the Aligarh - Chandausi - Dehradun rail line. Apart from 
these passenger travel options, there are the frequent local bus services to the 
near by town and cities, such as to Bulandshahr, Anupshahr and Aligarh. 
Tongas (carts driven by hov^t^), jugads (a locally assembled vehicle made by 
putting together generator engine, gear box steering wheel, brakes and 
accelerator) and bullock-carts, being cheap, are mainly used for local 
transportation in-between the town and villages. 
2.5.1 Dibai Tehsil 
In July 1997 AD Dibai was once again made a tehsil, as in earlier times, Dibai 
was a tehsil until 1859, after which it was shifted to Anupshahr. The tehsil of 
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Dibai has two blocks, Dibai block (22510-hectare land) and Danpur block. 
There are 167 villages under this tehsil, 90 villages with Dibai block, and 77 
with Danpur block. Dibai has 54 Gram Panchayats (village administrative 
organizations) where as Danpur has 66 Gram Panchayats. Each block has eight 
Nyaey Panchayats (administrative bodies related to justice). The eight Nyaey 
Panchayats of Dibai block are Surajpur Sakhena, Khushalabad, Bilonarup, 
Rajghat, Ramghat, Jaruanwan, Belon and Palakaser (Tehsil Records, 2005). 
The new tehsil building has been built at 4 kms from Dibai near the Dibai 
Doraha on the Aligarh - Anoopshahr road. 
2.5.2 Climate and soil 
The climate of the town is extreme. In the summers, temperature ranges 
between 30 to 40 degrees, but at times, it soars to as high as 45 degrees. 
A decade earlier, people recall experiencing hot summer winds, locally called 
loo, which would blow at times even after sunset and sometimes in the night 
also. These winds, which usually blew in these parts of the plains, would 
continue for 20 to 25 day in the peak of summers, in May and Jiine. Now a 
days these hot winds are experienced very rarely and for very brief periods 
only. 
The winter ranges between 10 to 5 degrees and sometimes the mercury even 
dips to 3 degrees and lower. The monsoons, when are normal and arrives on 
time, the rainfall lasts for approximately 36 days. In the recent past, the area has 
not witnessed any acute drought as such. 
The general surface of the area (dist- Bulandshahr) presents the look of an 
almost uniform level plain with an imperceptible gradual slope from north-west 
to southeast. The soil is entirely alluvium with the kankar (stone) embedded in 
abundance and the surface occasionally bears saline afforescences. The local 
name of the soil is sceta, dakra, pilota, khaddar, and reh. Sceta is good firm 
loam of the upland, dakra is ordinary clay found in depressions, pilota is the 
yellow, light sandy loam, bhur is mostly sand, khaddar is the river alluvium and 
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reh is the diseased sceta and dakra loam serves almost 60% of the land 
followed by 20% sandy loam and 5% clay. The main soils are, domat, the sandy 
loam for cultivating bajra ( millet), peanuts, and sweet potato, and clay for 
paddy (District Gazette, 1998). 
2.5.3 Agriculture and irrigation 
About 17,063 hectare of Dibai block is cultivated land and 386 hectare has 
orchards, mainly of mangos and some of guavas. Agriculture provides 
sustenance to the bulk of the population. The main crop seasons are kharif, rabi 
andzaid. The area under rabi crops accounts for the larger portion than that in 
kharif. The area under rabi crops accounts for about 48% against 47% under 
kharif crops of the total cropped area. Zaid crops claims 4% of total cropped 
area, which is sufficiently high in comparison with the state average. The most 
important crop is wheat than maize. These two crops claim nearly three fifth of 
the total cropped area. Sugarcane is the third important crop. No pulse crops are 
raised extensively. Oil seeds are not an important crop of this area. 
The main crops, vegetations and fruits, cultivated and grown here are paddy, 
wheat, jaie, com, sugarcane, maize, oat, saunf peanut, methi, mustard, green 
pea, potato, brinjal, turai, lady finger, karela, radish, carrot, sweet potato, 
kharbuja, mango, guava, plumb, jamwrt, peanuts etc. 
A river called Heerapur wali nehar flows between 3 .5 km in the north and 
Ganges. This river flows by villages of Talwar, Ghosni, Herapur, Kherpur, 
Singhpur, Gangapur, etc. and provides water for thousands of hectare land for 
irrigation, for such villages near Dibai. In the east and west, irrigation is mainly 
done by private (nine) govt, tube wells. In the south, a small river provides 
irrigation for one season of kharib crop. Once an important source of irrigation, 
the Choiyya River is dry now and has water only in the monsoon season. 
2.5.4 Commerce and economy 
Mainly two bodies - Dibai Wayapar Mandal and Mandi Samiti, govern the 
economy of Dibai. The Wayapar Mandal has 1844 shops / stores as its 
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members, such as cloth shops, kirana stores (general merchant), iron 
fabricators, barber saloons, book, and stationery shops etc. Dibai's Wayapar 
Mandal has about 150 villages under its umbrella. The tehsil President is the 
head of these villages. A collection of Rs. 500 is made from each village as the 
membership fee and in turn, it looks after their grievances. Rs.lO per month 
from each shop is charged as a membership fee of Wayapar Mandal. Apart 
from Wayapar Mandal, every business/ trade has its own union or committee. 
Trading is done at two levels of Katcchi Aadath and Pakki Aadath. The local 
kissan (farmer) sells his produce to Katcchi Aadathi, who further sells it in the 
local market or to Pacca Aadati. A Pacca Aadati (licensed wholesaler) has 
license to sell his product out side the local region, even to other states. Where 
as a Katccha Aadati (un-licensed) cannot do so, as he dose not have the license. 
The Mandi Samiti of Dibai came into effect on the 28 Jan 1969. The Galla 
mandi (crops market) has 5 shops of A class structure, 10 of B class,55 of C 
class and 44 of teen shades. The Sabzi mandi (vegetable market) has 22 shops 
of class C, 2 godowns, 1 warehouse, and an auction plant. About 48 licenses 
have been issued to the wholesalers and 69 to commission agents. 
Wheat and milk are the main produce of this region. Wheat is traded from here 
to other states, as far as to Gujarat. Large milk consumers such as Mother 
Dairy, Glaxo now Heinz, and Parag (names of different companies playing at 
national/ international level) have three collecting centres here. Mustard oil is 
also produced in large quantity. Of the total local produce, about 75 per cent of 
paddy and 50 per cent of wheat is sold off to the markets of Gaziabad alone. 
Apart from these, gur fJaggery), corn, maize, oat, khand, jaie etc. are also 
traded to far off cities and states. 
Animal husbandry plays an important role in supplementing the income of the 
local population. Rearing of cattle, particularly the milk cattle is an important 
secondary industry of the local folk. The nearness of the metropolitan city of 
Delhi has given a great fillip to the proliferation of dairies in the area. The 
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largest number of the buffaloes followed by bullocks, which are largely used 
for agricultural purposes. The cattle here are largely of good breed and efforts 
are underway to further improve strain. Having little or no grazing ground in 
the area, cattle are generally supported by cultivation. 
Tobacco cheelams, made of clay, for the hukka is a very old and famous local 
product of Dibai. There are many iron fabrication units of tractor trolleys. 
Earlier the customers being generally of the rural areas and of a low-income 
group, the sale of costly and high-end consumer products were very little. 
However, in the last couple of years the market has seen a sharp rise in the 
demand and sale of such products. This can be seen with the opening of two-
wheeler's sales and service showrooms of companies like LML, Hero Honda, 
TVS etc. Earlier the local customers had to go to either Aligarh or Bulandshahr 
to buy the two wheelers, now this demand is catered to a large extent. There are 
also many shops selling TV's, CD players, refrigerators, etc. and many other 
high-end durables. Though Dibai's market has an annual turnover of more than 
Rs. 100 crores, there are no government or private mills, factories or industry of 
any type to provide employment to the local populace. This is the main reason 
that the educated and the upper-class families have migrated to other cities over 
the years. The case is true for both the Hindus and Muslims, because after 
education their children were not able to find employment in Dibai. 
2.5.5 Medical and healthcare facilities 
Dibai has a fair amount of medical facilities, with many doctors, vaids 
(practitioners of Ayurveda) and hakims (practitioners of Unani medicine). 
There are homeopathy, dental and eye clinics. Apart from medical clinics, 
there are maternity and nursing homes in plenty. The two among these are big 
private hospitals, with large patient take and in terms of facilities provided, they 
are - Dr. Singh Nursing Home and Rajjan Hospital. The town has more than 
sixty, big and small clinics, nursing homes and hospitals and more than thirty 
drug and medical shops. 
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In November 2003, a new government Community Health Centre started 
providing medical facilities to the people of Dibai and its surrounding villages. 
Earlier there were two government hospitals, one for female and one for male, 
which are now non-functional after the commencement of the new health 
centre. The facilities provided by the Community Health Centre are given 
below. 
• No. of Beds - 30 
• No. of Doctors - 3 
Dentist 
Physician 
Lady doctor 
• Facilities 
1. X. Ray Machine 
2. Pathology Unit 
3. Dots - Treatment free 
4. Polio Programs 
5. National Programs 
6. Family Planning 
7. Mother Child Care 
8. Pregnancy Vaccination 
9. Infant Vaccination 
10. Emergency Facility 24 Hours 
• Doctors' residence outside the hospital 
Like commercial and trading hub, Dibai also acts as a healthcare center for 
the region. 
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2.5.6 Education 
A city's future can be bright if its human resources are well developed. This 
implies the development of full potential of every one irrespective of caste, 
religion, sex, and age group. This can be achieved by a system of education 
with the vision of learning society. The people of Dibai have realised the 
importance of education and boast of some good educational institutions in 
the area. 
Kuber Inter College is the oldest study center in Dibai, established in 1885. 
Initially it was a Sanskrit Pathshala which in 1900 was made into a primary 
school. In 1908, it was named Anglo Vernacular Middle School, which went 
on to become Kuber High School. In addition, in 1942 it got the recognition 
of an intermediate college. The college got its name after Sri Kuber Nath, a 
popular capitalist of that time. After him, his son Sri Digamber Singh 
contributed generously towards the advancement of the institution. And in 
1960 the college was awarded the status of a degree college. 
The new degree college was separated from the old institution and was 
named Digamber Degree College, which has now become Digamber 
Postgraduate College. Presently, Sri Digamber Singh's son SriSubash Chand 
is the manager of both these institutions. 
Sri Krishna Jaju Kanya Inter College (girls' college) is Dibai's only girls 
inter college. Established in 1920 as a small girls school and was named 
Marwadi Putri Pathshala. The school was running in a small place given for 
the purpose by Sri Ganga Sihaye. The school grew in strength and was shifted 
to a large area where it is present today. In 1929, it was registered and in 1936 
it became a lower middle school, and later in 1940 it got the recognition of 
upper middle school. It was made a high school in 1951 and an intermediate 
college in 1960.The college is named after a famous philanthropist Sri 
Krishna Dasji Jaju. Educationally Dibai has done well, when compared to the 
45 
Chapter 2 Introduction of the town 
other towns of the region. It has literate population of 17,438, in which 10,709 
are males and 6,729 are females. 
There are about thirty-three big and small-recognised schools and colleges. Of 
these, seven are junior high schools, two high schools, four intermediate 
colleges and one postgraduate degree college, the remaining are primary 
schools. Three of these schools are English medium. There are few 
madarsas as well, and the oldest with most students is Mayeenuttaleem 
Asharfiya, and this a residential institute where students from far away towns, 
even from other states are enrolled. 
But apart from these three old institutions no other higher education or 
professional training centres were established, either by the local governing 
body or by any of the governments that came to power. 
2.5.7 People and population 
In the census of 1971 the population of the town was 17041, in 1981 it 
became 22436, then in 1991 it rose to 27766 and according to last census held 
in 2001 the a total population was 34853, of which 18346 are males and 
16507 are females. Dibai has 21 mohallas, which are divided into 25 
municipal wards. According to the census of 2001 majority of the population 
is backward 58.59 %, of the total population belong to backward classes 
(Table 2.1). 
About 22 % is high-income group, 35 % is middle class, and the rest is lower 
income class, which also includes approximately 5 % people who are living 
below poverty line. 
In Dibai, the main religions followed by the people are Hinduism and Islam. 
Nearly 84 % of population is Hindu and about 14% is Muslim. A few Jain and 
Sikh families also live in Dibai. Hindus and Muslims are further divided 
amongst themselves on the basis of castes. 
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Table 2.1 Population of Dibai as per Wards 
Ward No. 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
Total 
1049 
657 
2364 
2021 
1128 
790 
705 
1389 
2249 
1699 
1534 
1771 
1050 
1722 
642 
1209 
918 
1933 
920 
935 
1809 
2538 
581 
1792 
1572 
No. of Backward 
397 
625 
955 
880 
470 
453 
1094 
1436 
1414 
894 
1091 
1185 
755 
724 
687 
893 
85 
1684 
758 
935 
311 
718 
687 
299 
790 
Mahallah Name 
Sarai Kishan Chand 
Sarai Bairuni 
Sarai Bairuni 
Sarai Kishan Chand 
Uncha Brahamanpuri 
Sarai Kundan, Bazar Kalan 
&Namakmandi 
Chaudhrikhel 
Shaikham Chisti 
Mndi Hardin 
Hansia ganj &Chota Bazzar 
Kazi Khel 
Mahadev 
Sheikhan 
Mahadev 
Chaudhri Khel 
Kassaban 
Chowk Bohran, Chowk 
Durga Prasrad & Purana 
Qila 
Kassaban 
Kassaban 
Sheikh Chishti & Sheikahan 
Sheikh Chishti 
Chaudhri Khel 
Chowk Durga Prasad 
Jogi Parah 
Namak Mandi 
2.4.8 Religions and castes 
Source: Municipality, Dibai 
The two main religions, which are followed by the people of Dibai are Hinduism 
and Islam . These religions are further divided on the basis of caste which are strictly 
followed. 
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Hindus follow and perform the Hindu rites and rituals devotedly. Irrespective 
of the caste, they believe in the in connotations of Vishnu. 
The commonly worshiped Gods are Ram, Krishna, Mahadev, Durga, and 
Hanuman. The holy scriptures are read or recited in mostly all the homes. 
Poojas are performed on special occasions as well as special days of the 
week. There are a number of very old temples in the town, such as the 
Satyanarayan temple in chota bazaar, the Radha Krishna temple in namak 
mandi, Radha Krishna temple of chokh Durga Prasad andDauji ka mandir at 
bazaar kalan. 
However, the basic practice and belief of all the Muslims is the same that is 
prayers of five times and fasting in the month of Ramadan, The majority of 
the Muslim people here belong to the Barelvi school of thought, who strongly 
believes that the sufi saints or the godly persons are the intermediaries 
between Allah and mankind. Therefore the darghas (graves of great saints) 
are very much revered and strong faith is attached to it. The town has many 
mosques, one very old mosque, the Jama masjid is said to have been built in 
the time of Aurangzeb, the Mughal king. 
2.5.8.1 Castes and socio-economics of Hindus 
The major castes of the Hindus living in Dibai are divided into several 
upper, backward and lower castes (as per the Hindu caste ladder). 
There are three main upper castes, the Brahmans (pundits - priests), the 
Kshatriyas {Rajputs - the warriors) and the Vaishyas (baniyas - the business 
class). These upper castes account to about 20 to 25 % of the Hindu 
population and the majority among them (10 to 12 %) are the Kshatriya 
Rajputs. 
Next are the backward classes and the main among them are, the Lodhis (or 
Lodhas - small farmers), the Kumhars (earthen pot makers), the Dheemars 
(watermen), the Yadavs (cattle gazers and milkmen), the Jats (farmers), the 
Meena Rajputs (or Meos - an off shoot of Rajputs), the Mallahs (fishermen 
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and boatmen ) and the Naies (barbers). The most dominant caste among these 
are the Lodhas who are in good number in this belt, especially along the 
Ganges. They are basically a sub caste of the Mallahs who were fishermen 
and owned boats. When their numbers rose, the fishing profession could not 
sustain their livelihood and so they took to farming and became small 
farmers. Lodhas are about 35 to 40 % of the Hindu inhabitants. 
The last on the Hindu caste ladder are the Shudras that is the schedule caste. 
The main ones are, the Jatavas (or the Chamars - shoe makers), the Balmiki 
(or the Bhangi - toilet cleaners), the Dhobhis (washer men) and the Khatiks 
(old and broken goods / items buyers). The Balmikis are in majority in this 
class. 
There are also about 20 to 25 Punjabi families (Arora and Sahani), who had 
come to Dibai after the partition from Pakistani Punjab. 
The Hindus of Dibai town are mostly orthodox and traditional, and follow the 
religion fiindamentally. Majorities of the Hindus, especially upper castes, are 
literate and financially in good position as compared to the Muslims, whether 
in jobs or businesses. They own all the major businesses and trade of the 
town. The Hindu Punjabis also had done very well in business and control the 
cloth and textile trade of Dibai. 
2.5.8.2 Castes and socio-economics of Muslims 
Among Muslims, there are upper and backward castes as well; the main upper 
caste is that of the Sheikhs (nobles or rulers) in the sunni sect and the Saiyyads 
(descendents of the prophet) in the shia sect. These comprise only 2 per cent 
of the total Muslim population. Before the partition of India, these castes were 
in majority but migrated to Pakistan afterwards. 
The main backward among in Muslims are the Naies (barbers), the Dhobis 
(washer men), the Bhatyarey (cooks), the Gaddi (cattle gazers and milkmen), 
the Teli (oil extractors), the Ansari julahas (weavers), the Konjhaday 
(vegetable sellers), Qasai (Meat Sellers), and the Faqirs (alms takers). 
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Among these, the Teli are in majority. The Muslims are also very orthodox 
and conservative. The Sheikhs and Sayyads are educated and progressive but 
are very few in numbers. Before the partition, these castes were in a large 
numbers and were mainly zamindars and some held good offices. However, 
after the partition majority of these families migrated to Pakistan. Moreover, 
the ones who stayed back migrated to other big cities, either to provide 
education to their children or in search of good jobs and livelinood. Left 
behind in the town were mostly the backward classes. Tells are financially 
better off A large number of Muslims of the town are either illiterate or very 
little educated and dropouts. This is largely due to their economic 
backwardness. There are few in small-scale businesses and others into petty 
jobs. A large number of Muslim youth usually earn by selling durries on 
coimnission basis, in the southern states of Tamil Nadu, Andra Pradesh, 
Maharashtra, etc. 
2.5.9 Festivals in Dibai 
Religion holds a very important place in the lives of the local populace. Their 
social and cultural activities are also attached with their respective faiths. The 
important festivals or the religious celebrations of Dibai are - Holi, Barahi, 
Durga-Ashtmi, Janamashtmi, Dussehra, Gangaasnan, Ramlila, Kartika 
Purnima, Jeth Dussesra and Amkeshwar. Apart from these, there are Idd un 
milad un Nabi procession and Tazia procession in Moharram and various Urs 
(at Dargah) attracting large gathering. 
Dibai witnesses a regular flow of devotees from outside places, which come 
to take holy dip and bath in the Ganges, which flows, close to the town. These 
devotees especially go to Karanwas, 5 kms from Dibai, which has ghats 
(shores) built by Raja Karan (described as a hero in great epic Mahabharata), 
on the banks of the holy Ganges. The other place close by is Rajghat, about 
10 kms away. Dibai being surrounded by the holy Ganges on almost three 
sides, the town profits in many ways by the pilgrims, who visits or pass 
through it during the various Gangasnaans (holy baths). 
5Q 
Chapter 2 Introduction of the town 
There are few dargahs as well, one such very revered shrine is the dargah of 
Shahwilat Saheb, who was a sufi saint. It is said that Shahwilat Saheb had 
come to this place at the time of Raja Karan who was the ruler of this place. 
Though no correct year of the saint's arrival is known, it is believed that in 
that period Dibai as a town was not in existence. Shawilat Saheb was a very 
popular sufi saint of that time and had a strong following of people cutting 
across caste and religion. The saint's descendants are the caretakers of the 
shrine and organisers of the Urs festival, which is an annual affair. The Urs is 
held on the 7* day of barawafat of Islamic calendar, the day when this saint 
passed away. On this day chaddars, flowers and many such things are offered 
at the shrine by the saint's followers, who come in hordes from far of places 
as well. People ask for their wishes to be fulfilled, especially for the birth of a 
child and for cure from sickness. In addition, when such wishes are rewarded, 
they come again for thanks giving. On the Urs night, amidst decoration and 
lightings, traditional qawwalis (praises by singing) are held all night long. 
Idd un milad un Nabi (birthday of prophet pbuh) procession or Jhanda (the 
flag) as locally called, is another important festival of Dibai's Muslim, which 
is celebrated with great enthusiasm. The Jhanda is taken out on the birthday 
of Prophet Mohammad (pbuh) on the 12 day of barawafat of the Islamic 
calendar. This Jhanda procession was started in and around 1930, by the 
local sunni Muslims after they felt the domination of the shia Muslims, who at 
that period of time were in good numbers. And to restore their identity and 
make their strength felt the sunnis decided a new concept in the town, to carry 
out the Janda, with great fanfare. 
Dibai always has been an inhabited place from the earliest of period, and had 
a distinct place in the Indian history and carried its importance in some form 
or the other in the olden times. And over the period of time and history, it has 
changed and moved on with the rest of the nation and finally evolved into 
what it is today. The populace of the town celebrate their festivals as dose the 
rest of the country and each community observes their respective rites and 
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rituals with utmost devotion and commitment. The people of Dibai actively 
participate in the democratic processes of the country. Though economically 
backward, there is no dearth of commercial activity in the markets of the 
town. The social fabric of the town is generally closely nit and peace loving. 
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CHAPTER-3 REVIEW OF LITERATURE 
Before embarking on exploration of a potentially explosive problem of 
reproductive health of women in Dibai area, it is pertinent to review the related 
studies on this aspect. In the present chapter, the reproductive health related 
studies under different groups, relevant analysis and the literature reviewed are 
classified and presented. In India, a number of studies are available that have 
tried to asses the reproductive health related problems of women in different 
regions. However, none of the study has been conducted to study the status and 
health of the women in Dibai region. To understand the social, cultural, and 
reproductive issues pertaining to the development of women and their role in the 
society, the literature review has been carried out by the researcher. Further, the 
aim here was to identify the research gap that became basis to formulate the 
objectives for the research. 
3.1 Studies Pertaining to Determinants of Fertility 
L Visaria (1999) explored N.F.H.S (1992-93) to understand the impact of 
determinants of fertility in the reproductive health. Such variations in fertility are 
generally examined and understood in terms of socio economic factors. 
Education, income, caste, place of residence, etc, and their impact on fertility is 
measured cross sectionally and over time. Researches on variables that can 
explain the maximum variance or on possible pathways that can explain the route 
to decline in fertility have continued to attract the attention of social scientists. It 
has also been recognised that socio-economic factor can affect fertility only 
through intermediate variables. 
Intermediate variables are termed as the exposure to intercourse, to conception 
and canying the pregnancy to full term such that it results in a live birth. The 
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analytical framework presented by Davis and Blake (1956) nearly 40 years ago 
listed 1 Isuch intermediate variables. 
The study noted that the variations in fertility are generally examined in terms of 
socio-economic factors such as education, income, caste, place of residence. 
These factors can affect fertility only through intermediate proximate variables 
such as proportion of females married, prevalence of contraceptive use, incidence 
of induced abortion and the fertility inhibiting effect on breastfeeding. 
Before estimating the values of each of the proximate determinants of fertility for 
all the major states of India, we need to examine the available evidence on the 
level and the observed interstate variations in the marriage patterns, breastfeeding 
practices, and use of contraception, and of abortion, which affect fertility. 
The objective of the study was to estimate the values of the proximate 
determinants of fertility for major states. The objective had been achieved after 
examining available evidence and inters state variations in these factors. The 
study has empirically shown that total fecundity rate 
(T F), the average number of live births expected among women during their 
entire reproductive period, was estimated to be 11.8 births. 
A K Nanda (2000) studied socioeconomic determinants of health among women 
based on a study of households of rural areas of three north Indian states. The 
paper aims to understand women's illness, in context of social, economic, and 
demographic conditions. Results of the study throw insight to the spectrum of 
female health status in a poor society. In spite of limitations of morbidity data, 
preponderance of vaccine preventable and hygiene related diseases shows the 
primacy of economic deprivation leading to ill health among women. The age 
pattern of morbidity among women reveals that females disadvantage in health 
begin to intensify around the age of twenty coinciding with marriage and child 
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women indicate that the number of years spent in school, has the potential to 
lower the prevalence rates of illness. Women's morbidity is high both at lower 
and higher income levels , indicating the relative difficulties in establishing the 
link between poverty and ill health without taking recourse to household 
commodity ownership and use. Logistic regression shows that borrowing, 
presence of household industry, possession of pressure cooker, extended family 
system, exposure to the newspaper, and higher number of children within four 
years of age lead to improvement in women's health whereas poor 
accommodation, ownership of sewing machine, larger household size , more 
membership, lesser share of females in the household increase their vulnerability. 
P Singh (1999) studied and analyzed the data of post survey check by the 
Institute for Research in Medical Statistics (IRMS). The study observed that the 
total fertility rate (TFR) In the post survey check is of the same magnitude as in 
NFHS except for Rajasthan that comes out to be +.5. The results on awareness of 
modem methods of family planning in the post survey check and NFHS were 
similar except for the 'injection' methods for the states of Uttar Pradesh, Madhya 
Pradesh, Rajasthan, Gujarat, Haryana and Delhi. In the post survey check, it was 
much lower compared to the NFHS. It may be noted that even health personnel 
were ignorant of the 'injection' methods of family planning and it has not been 
included in the family planning programme. 
In the post survey check as well as the NFHS, the percentage of female 
sterilization has been observed broadly of the same magnitude. Further, the 
percentage of eligible couples using any of the modem methods of family 
planning in the post-survey check as well as in the NFHS was also within 
acceptable margin of error. 
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On the antenatal services, and the immunization of pregnant mothers the results 
by two sources presented a consistent trend. The results on delivery management 
by the two sources also presented broadly a consistent pattern. 
P Visaria and SI Raj an (1997) pointed that in the post 1970 period, fertility had 
declined mainly due to the strong push given to the family planning (sterilization) 
programme. However, women in younger age groups (below 35 yrs of age) had 
not lowered their fertility; in fact, their fertility had significantly increased. A 
sharp decline in fertility was observed among women aged above 35. Visaria and 
Raj an identified the gaps in NFHS data with respect to morbidity in ante natal 
and post natal periods; circumstances during pregnancy, childbirth, and post 
partum period; and the content of ante natal care received. The NFHS has also 
not addressed critical aspects such as, the extent to which women exercise 
choices in those matters without coercion. 
3.2 Studies Pertaining to Gender of the Child 
T Patel (2004) in her article stated that since the early 1980s, India has witnessed 
a sharp decline in juvenile sex ratio. The question was raised that why do women 
go for sex determination? Are they to be blamed for it? The study addressed the 
issue of sex determination. Commercialization of the medical profession as well 
as of human relations and large publicity in mass media, have also played a part 
making the sex determination tests and aborting the female foetus desirable. The 
situation is all the more complicated when ultrasound technology is not bannable, 
and sex determination test is punishable unless it is done with the intent of 
aborting a female foetus, proving which nearly impossible. 
Patel argued that mothers got rejection who gave births to daughters, barring the 
first daughter in some cases. The tendency is increasing among the prospering 
middle and lower castes in several districts in UP and MP. 
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Medical Termination of Pregnancy (MTP) Act of 1971 has perhaps heightened 
an ethic of cost benefit arithmetic. Was MTP really introduced as a choice at a 
time when women in most of the developed nations of the world had achieved the 
right to abort? Patel asked if a mother can exercise agency to keep her daughters? 
What happens to those mothers who make such a decision? What happens to girls 
who survive? Mothers and at times other family members too go through a 
conflict within themselves. The exceedingly greater care and vigilance in raising 
daughters and raising their sexuality, in arranging for grooms, dowry and life 
long presentations and gifts, conducive in making girls an avoidable proposition. 
This speaks of'Instrumental Rationality'. 
S B Agnihotri (2003) explored the results of the first population census of the 
millennium. The study concluded that the census revealed a number of significant 
changes in sex ratio patterns in the country. Firstly, the sex ratio decline among 
children in 0-6 age group turns out to be sharper in the urban areas (32points) 
than in the rural. Second, the traditional north -south divide stands significantly 
modified and the 'northemisation' of sex ratio is rapidly taking the urban route. 
The sharp decline in the urban female/male ratios among children cannot be 
explained away by any of the three popular escape hatches of yesteryears, i.e., 
migration, undercount, or biologically ordained high sex ratios at birth. This 
decline clearly points to one factor, i.e., sex selective abortion or female foeticide 
that has gained currency during the 1980s and more sharply in the 1990s. 
S Sudha and S I Rajan (2003) presented evidence from the census of India to 
show that abnormally masculine estimated sex ratio at birth (SRB) grew more 
prevalent between 1981 and 1991 and female disadvantage in child mortality 
risks persisted. Statistical analysis suggested that women's status indicators are 
associated with partial protection to daughters; women's work participation more 
so than female literacy. Male work participation and urbanization over the decade 
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are associated with decreasing female disadvantage in child mortality, suggesting 
that modernization may be associated with sub-situation of pre- for post- natal 
sex selection. Changes in cultural factors also suggest links to growing female 
disadvantage. That is, gender bias remains firm. The study illustrated how gender 
inequality operates in the domains of education, employment, and marriage 
allowing advancement for a small section of Indian women, but not transforming 
gender bias for the majority. 
V Patel (2002) studied the causes of adverse juvenile sex ratio in Kerala. The 
paper argues that census 2001 has revealed deterioration in the juvenile male 
female sex ratio in Kerala. Hospital birth record can help establish sex ratios at 
birth and thus the prevalence of female foeticide. Gender differentials in favor of 
males with respect to some well being indicators has been noticed. It has been 
noticed that male children were more likely to be completely immunized in 
relation to female children, leading to adverse juvenile sex ratio. 
L Sami (2002) studied female differentials in famine mortality in Madras and 
Punjab. For most of South Asia, gender differentials in instances of famine 
mortality have generally shown a pattern of relative survival advantage during 
crisis. Sami attempts to look at gender differentials during two 19th century 
famines from a public health perspective. The objective was to links between 
gender discrimination, status, and labour force participation during the colonial 
period. The reason for gender discrimination is cited as the availability of food 
and other entitlements also, which led to an overall limitation of female life 
chances. Male children are given more nutritious and fatly foods and delicacies 
while female children rarely partake of any luxuries. Girl is allowed to die 
unattended, where medical would be at once called in if the son were attacked. 
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3.3 Studies Pertaining to Sexual and Reproductive Health 
K G Santhiya and S J Jejeebhoy (2003) synthesized the available evidence on 
the situation of married adolescent girls and shed light on situations and choices 
that differ from adult women. The paper explored factors that pose abstracts to 
good health, namely, their relative autonomy and ability to exert choices in their 
sexual and reproductive lives and care seeking behaviours experienced by them. 
Findings argued, for measures that delay, manage, and recognize the 
vulnerabilities of married adolescent females. There is need to raise awareness 
among parents teachers and community leaders. There is also a need to hold the 
government accountable for enforcing the legal age of marriage for girls. Authors 
emphasised that programmes to enhance married girls' autonomy within their 
marital homes and those that encourage education and generate livelihood 
opportunities need to be simultaneously developed. 
S Malay (1999) in his study stated that the main thrust of the article is to 
evaluate demographic transition in Maharashtra, especially during 12years from 
1980-92, on the basis of data made available by two national surveys on fertility 
and mortality rates, and family health. The study shows that despite high 
contraceptive prevalence in Maharashtra, there is a very moderate decline in birth 
rate, in the state. Better reproductive health facilities leading to reduced fetal 
losses, lesser childlessness and reduced breast-feeding, can be said to be the main 
factor contributing in increase in fertility. In such situation, only strengthening of 
lEC component of the family welfare services can result in decline in fertility in 
Maharashtra. 
T K Roy, V Jayachandran and S K Banerjee (1999) in their paper attempted to 
explore the economic rationality of fertility preferences of India. An attempt has 
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been made to examine the linkage separately among couples with varying levels 
of education, with supposition that a stronger negative association between 
economic condition and fertility will emerge among the more educated couples. 
This study decided to ascertain the living standard of the household where a 
woman lived through an indexed termed as standard of living index (SLI). It 
incorporated information regarding household amenities which includes type of 
house, availability of electricity, source of water, nature of toilet facility, and 
possession of livestock and consumer durable goods. Finally, a summary index 
has been derived on the basis of accessibility of these items by assigning weights 
to each item according to its economic value and importance. 
The other two variables, possession of land and occupation of women, which are 
relevant in deciding the economic condition, have been dealt with separately. 
The present investigation is restricted to only four states: Kerala, Punjab, 
Mharashtra and Uttar Pradesh . 
3.4 Studies Pertaining to Trends in Fertility Behaviour in Specific Regions 
A Maharatna (2002) explored the aspects related to tribal fertility in India. The 
study analyzed tribal fertility in comparative perspective in late 19th and early 
20th century. Data for the study was collected from censuses and other surveys. 
He argued that the results provide indication that India's tribal population as a 
whole in early this century had a lower fertility than that for mainstream Hindu 
population. Two socio-cultural factors have been analyzed that could have 
shaped a relatively low tribal fertility. First is the differences in marriage pattern 
between tribal and Hindus. Low fertility among tribal women has been attributed 
to their relatively late entry into marital union. At the same time, spousal age gap 
at marriage is generally much smaller among tribal population than that for 
Hindus. Apart from marriage pattern, the second socio-cultural difference is as 
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female status/autonomy and degree of patriarchy. These factors contribute to a 
differential fertility between tribal and Hindu societies. There is relatively higher 
female status and autonomy (i.e. less gender discrimination) among many Indian 
tribes. Thus, the age at marriage female work participation and work and its 
implications for reproductive behaviour, and spousal separation affect the fertility 
among tribal women. 
N Lodha and L Kumawat (2002) conducted empirical study regarding the status 
of tribal women and fertility. The study was undertaken with two objectives. 
First, to asses the attitude of tribal women towards family size, methods, and 
source of information used. Second, to study the decision-making power related 
to fertility and control over fertility. Village Swaroopganj of Bhilwara district 
was chosen for the study. Random sampling technique and structured interview 
schedule were used for data collection. The author explored issues related to 
knowledge of family planning and its adoption of birth control methods and 
source of information, decision-making, and opinion about birth control 
measures. Lodha and Kumawat concluded that tribals are traditionally bound by 
customs. After having five to seven children very few of tribals go for family 
planning. There is need for strong motivational government policy for family 
planning. There is strong need for proper education to mould their traditional 
taboos and beliefs. There is urgent need of proper communication system and 
infra-structural facilities among tribal areas for imparting family planning and 
services. Efficient and easy to use family planning methods are essential in order 
to control the birth rate. Hence, low fertility and adoption of family planning 
methods can improve the status of women. 
3.5 Studies pertaining to the Education of Girl Child 
P Sengupta and J Guha (2002) studied the impart of household demand factors 
on the school participation and perfomiance in four villages and two urban wards 
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of West Bengal. The aim of the study was to asses the relative importance of 
these factors on the schooling choice made for girl children. The results indicated 
that some of the strongest enabling factors with regard to girls' school 
participation and grade attainment were household resource factors such as 
parental, specially maternal schooling, fathers' occupation, and family income. 
Urban residence, as expected, had a strong positive association, and significant 
cohort effects were observed with regard to the schooling outcomes. A girl 
child's labour force participation significantly reduced the demand for schooling, 
and the amount of schooling obtained. Religion and caste factors emerged as 
important determinants of schooling, as well. 
D Bhog (2002) in the article "Gender and curriculum" analyzed the national 
curriculum framework to look at how the core thrust of the framework might 
impart on the likely contact of future education. Bhog argues that despite its 
reiterations on equality, fundamental rights and quality education for all, the 
emphasis of the National Curriculum framework on Indian tradition and the 
collapsing of value education and religious education puts on hold the possibility 
of education emerging as an enabling tool for women's empowerment. The article 
revisits, briefly, the vision and policy framework of the new Education Policy 
framework of 1986 with regard to women's education, analyzing the effect of 
progressive policy rhetoric on the actual writing of school textbooks, particularly 
those relating to language teaching. 
K S James and S B Nari (2005) studied the trends among Hindus and Muslims 
with respect to decline in fertility. The paper analyzed the proximate determinants 
of fertility among Hindus and Muslims as against the socio-economic 
differentials as causes for the differences between economic behavior. The 
objectives of the paper are two fold. 
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First, it examines the pattern of fertility decline among Hindus and Muslims in 
India particularly in the period of accelerated fertility transition in the country. 
Second, it further decomposes the fertility by the four proximate determinants 
based on the data available from the NFHS-1998-99 to see the impact of 
proximate determinants on fertility on Hindus and Muslims. This study finds tlj^ t 
Muslims fertility in India follows nearly the same pace of transition as that of 
Hindus, particularly in the period of accelerated fertility decline in the country. 
The general perception that Muslims are averse to the use of contraception needs 
validation. 
L Baker (2001) analyzed how medical and scientific discourses surrounding the 
Delcon Shield legitimized and authorized the punishment and control of women's 
bodies. Women who used, or were targeted as potentials users of, the Dalcon 
Shield intrauterine device were judged according to normative constructions of 
sex, hegemonic heterosexuality, and race. Eugenics and population control 
discourses were significant in classifying particular women as inferior and 
abnormal via pathologizing discourses and practices, the reproduction and sexual 
capacities of women, as a sexed group, were targeted and disciplined. 
A L Bureau (2001) presented an overview of French contraceptive and 
abortion history with an emphasis on 19^ ^ /20* century legislafion. The voluntary 
reduction of the French birth rate in the 19th century, which was linked to efforts 
to reduce infant mortality, is described. It is noted that abortion was made illegal 
in France in 1810. The battle between Pro and anti natalists since than reviewed, 
looking as contraceptive laws, the formation of movements, papal 
pronouncements, and other phenomena that has influenced the debate. It is 
argued that changes in contraception have led to transformations in male-female 
relationships, the situation of children, and women's role in society. Related 
technological advances are also reported. 
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3.6 Studies Pertaining to Reproductive Health of Adolescent Girls 
N de Lange and L J Geldenhuys (2001) presented the findings of research 
undertaken to explore and describe the experience of adolescents terminating 
their pregnancies. Data were collected during individual interviews with 
adolescents who presented themselves for termination of their pregnancies at two 
hospitals in the Port Elezabeth-Utenhage area. The transcribed interviews were 
analyzed using descriptive analysis. Cuba's measures to ensure trustworthiness of 
qualitative data were applied. The results are presented and analyzed as they 
relate to the individual, the family, the school, and society. Recommendations 
were made from an ecosystematic perspective to improve the experiences of 
adolescents terminating their pregnancies. 
J Bruce (2003) explored the adolescent agenda and argued that the concept 
originated in western cultures; for a long time. The nature of the adolescent 
sexuality centered on the behavior of unmarried sexually active adolescent. 
Alarming pressure on their sexuality and fertility has begun to be noticed. 
Concerns about their social condition, their universe are just begirming to be 
unveiled. Addressing these concerns need a multi-pronged approach that includes 
implementation of laws that delay marriage and help build skills for a better life. 
There is a need for community-based interventions that ensure social support and 
the development of HIV/STI prevention strategies specific to meeting the needs 
of this vulnerable section. 
S J Hirsch and A C Nathonson (2001) in their paper discussed distinctions 
made by married Mexican women in the US and Mexico between withdrawal-
coitus interrupts- and rhythms methods of contraception, as well as differences 
between women who use more modem ones. Findings are derived from an 
ethnographic study of gender and reproductive health in a Mexican transitional 
community. The primary method used was life histories, complemented by 15 
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months of participant observation. The sample consisted of 13 systematically 
selected pairs of women; one woman in each pair is lived in Atlanta, GA, and the 
other lived in sending community in Western Mexico. While research on fertility 
regulation frequently classifies rhythm and withdrawal, as traditional methods, 
this study showed that those who use these methods might base their 
classificatory system on other conceptions, including contraceptive methods. This 
research shows, therefore, that ideology and social context need to be taken into 
account when exploring how women interpret shared ideas about sexuality. 
M R Khraif (2001) examined the prevalence of family planning practices in 
Saudi Arabia, in addition to presenting the characteristics of users and the 
determinants of contraceptive use among married women of reproductive age. 
The study utilized data from a 1999 comprehensive demographic survey. Results 
show that the level of use is low 19.5% in the country, but a little higher in urban 
areas. Contraceptive use is higher among the more educated and among those 
with children. A high standard of living also predicts higher contraceptive use. 
By using logistic analysis, it is found that husband's education, wife's education, 
age of first marriage, number of living children, number of dead children, place 
of residence, and family standard of living are significant determinants of 
contraceptive use. It becomes clear that contraceptive use is mainly for child 
spacing rather than limiting fertility. 
S Chatto (2004) explored the varied Islamic ideologies and contradictions 
regarding the sensitive issues of contraceptive and abortion with respect to 
family planning in Kashmir. 
She argued that Muslim women in Kashmir are perceived as passive objects of 
state - medical control, in the interdiscursive formations surrounding the 
concepts and techniques of the family planning clinic. The state-the central 
government- consider them as primary target groups for population control. They 
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are perceived to be 'conservative, superstitious and fatalistic' because of their 
illiteracy and religious beliefs. The doctors perceived them as ignorant and 
lacking in a sense of moral responsibility towards their bodies. They have, thus, 
to be initiated into the ethnic of responsible sexuality. 
In the dominant ideology of Kashmiri Muslim men, the women are illiterate, 
Jahil. They are considered weak and ignorant about Islam because a majority of 
them cannot read the text. For the jammat and such other political parties, since 
'family planning' is being used as a viable symbol of protest against alleged 
political marginalization, it is the women who must first be constrained, and 
controlled and taught that it is Anti-Islam. However, through the din of 
moralization, the women in question are using the family planning policy for 
their own advantage and benefit and at their own convenience. They have found a 
safer alternative to the drudgery of recurring pregnancies and the fear bordering 
on phobia of missed cycles. Contraception and abortion that were a private affair 
between women and midwives were now transformed into a legitimate public 
sphere. 
The family planning clinic is the ideal space to analyze the locus of state power 
exercised though a particular medical technology. We can literally watch the 
process of the transformation of the normal into the pathological, and what 
Foucault 1976 calls 'the hysterization of women on sex'. Thus it is true that 
through the techniques and policies of family planning, the state brought a whole 
body population under its surveillance and control, peeping into" people's sexual 
lives. At the same time, we see that the family planning clinic carves out a public 
space where a community of women is created, who review the specificities of 
womanhood, desires, grievances, conjugal fights, and resolution if any. This 
space is by the women to voice conflicts within their life-worlds and to seek 
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autonomy from the patriarchal authority of men exercised over them in other 
spheres of their lives. 
B K Pattanaik and K Singh (2003) explored family life, education, and 
reproductive health awareness among adolescents in Punjab. The sample 
comprised of boys and girls from secondary and senior secondary schools. They 
argued that knowledge is a pre-requisite to changing attitudes and affecting 
practices. The FLE for adolescents will enhance them to adapt safety practices 
for the prevention of STDs, HIV/AIDS and the promotion of reproductive health 
care among boys and girls. The conclusion derived from the findings and 
observations by teaching in FLE sessions are as follows. 
1. The adolescent girls have shown greater interest than that of boys. The 
percentage of girl children aware about FLE is more than that of the boys 
2. The awareness about STDs, HIV/AIDS and drug abuse should be 
persistently taught to the adolescents, because less percentage of the students 
are aware about this vital aspects as compared to the other areas of the FLE. 
3. A comprehensive orientation training of teachers on FLE needs to be 
conducted by the Teachers Training Institutes. School libraries need to be 
supplied with literature on FLE. Moreover, the health functionaries should 
conduct health scanning of adolescent boys and girls and provide them 
treatment and referral services. 
4. The youth club members need to be oriented on FLE so that they can impart 
and guide to the adolescents in the village. Moreover, Mahila mandal 
members, Angan wadi workers, traditional birth attendants, and village 
health guides need to be oriented on FLE so that they can educate adolescent 
girls in their respective villages. 
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5. Specific attention and privacy has to be maintained while imparting FLE to 
adolescents boys. The adolescent boys' awareness can be reinforced at the 
village level through focus group discussions. At the village level, youth 
clubs may be utilized as "Friends Comers" for adolescents' education. 
6. Imparting FLE to adolescents needs to be primary responsibility of the 
teachers, parents and that of the community members. Moral, ethical, and 
cultural education may be given in capsular form during the FLE sessions. 
Moreover, in villages the grassroot government health functionaries and 
NGO activists can train "Peer Education" who can further inculcate FLE to 
others. 
R Kumar (2002) presented an article on gender in reproductive and child health 
policy. The article deconstructs the notion of gender sensitivity by unpacking the 
ideological assumptions that underlie the text of the policy. It examines, through 
a qualitative analysis of documents and interviews with policy-makers, how the 
state positions women within its discourses of development, health, and gender. 
Further, it also explores the implications of such positioning for women's 
emancipation. 
The analysis demonstrated that the gender ideologies found in RCH constitute a 
particular rhetoric about gender, women, and their needs. The production of a 
homogenous conception on gender destabilizes women from the center of the 
reproductive process. As far as the state promotes, there is no women outside of 
certain prescribed social roles - as mother, as wife and as community member -
therefore, little need to provide a discursive space for women's interest. 
R Jeffery and P Jeffery (2000) analyzed the study conducted by Moulasha and 
Rama Rao, who studied religion specific differentials in fertility and family 
planning. They argued that the recent contribution on the relationship between 
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religion, fertility, and family planning used National Family Health survey data in 
misleading ways. By failing to consider regional patterns in the distribution of 
Hindus and Muslims they exaggerate the role of religious group membership in 
understanding fertility differences. They give spurious credence to argument that 
suggest that Islam in some way encourages higher fertility, They fail to consider 
issues of risk and uncertainty faced by religious faced by religious minorities, and 
they come to unwarranted policy conclusions. In order to understand inter-
religious fertility differences, analyses mus^be based on the understanding of 
specific social, economic, and political contexts. 
In recent paper using National Family Health Survey (NFHS) data to look at 
inter- religious differences in fertility. Moulasha and Rama Rao produce a table 
that shows that the total fertility rate for Muslim Indians of 3.30 in 1987-88 
(1999:3049). Controlling for schooling level of the woman, the table shows that 
the differentials range from 1.1 among the illiterate to 0.6 among those who have 
completed middle school. Discussion of inter-religious differences in fertility has 
been highly sensitive in political debate in India at least since the early 1900s 
(Appadurai 1993; Cohn 1987; Datta 1993; Jafferlot 1995). They have recurred 
since 1970, with increasing vigour since 1985, in the propaganda put out by the 
sangh parivar. 
Comparing Muslim and Hindu fertility (or mortality) is, we would suggest, a 
form of essentialism, presuming that Muslims (as a whole) share common 
features which set them apart from Hindus (as a whole) and make them 
appropriate units from comparison. Simple observation suggests the fallacy of 
such an approach. Cast differences among Hindus are only the most obvious, 
with major differences in social indicators for Brahmins at one extreme and 
scheduled tribes at one another. 
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Creating the unitary 'otlier' is a way in which the Sangh Parivar strengthens its 
claims to represent all those who regard themselves as Hindus. Demographic data 
that are interpreted to argue that Muslim Indians have higher fertility rates than 
Hindus cannot be left unchallenged. 
N Ravichandran and S Rajashree (2005) studied women's status in terms of 
the social construction of contraception and gender relations. These are 
predominantly influenced by patriarch and the distorted traditions in delineating 
women's activities. This may be referred to as the 'purdah'. This paper aims at 
providing empirical evidence to find out whether fertility intentions and 
contraceptive use var>' with respect to women's autonomy. The study used the 
multi-stage random technique for sample selection and was conducted in Tamil 
Nadu between August 2000 and February 2001. It learnt that the use of 
contraception is not a sudden decision, though in many cases it is caused by 
Socio-Economic pressures. However, Religion continues to play an important 
role in shaping not only the internal practices and legitimacy of the claims made 
by the voluntary organizations but also their relationship society and the 
individual. Inter-spouse consultation seems to set bottom line on household 
autonomy and freedom and subsequent adoption of contraceptive measures. 
3.7 Studies pertaining to Maternal Health Care Services 
A Pandey et al. (2004) studied the pattern of utilisation of antenatal care 
senices and assistance received during delivery in three states, namely, 
Chattisgarh, Jharkhand, and Uttamchal. The objectives of the paper are to 
examine the pattern and correlates of utilisation of ANC services and to examine 
the assistance received during delivery in these states. The study presents that the 
utilisation of ANC services in a given population depends upon availability and 
accessibility of services, socio-economic status of the household and distance of 
the health fertility. Women living in urban areas are more likely to go for ANC 
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services compare with their rural counterparts. Women with lower birth order are 
more likely to use ANC services than women with higher birth order. The 
findings suggested that there is a need to apprise rural women and those with 
higher birth order about the importance of ANC services in all the three states. 
This can be achieved by strengthening existing outreach services and lEC 
activities. The role of mass media emerges as an important correlate of ANC. 
3.8 Studies Pertaining to Socio- Economic Determinants 
S Rani (2006) identified the socio-economic characteristics of selected rural 
women leaders. For the present study, the 'Survey' type of research design was 
used. To fulfill above objective the study was confined to the rural population of 
Saharanpur district. Multistage random sampling technique was used. District 
was divided into eleven blocks. One block namely, Nanauta was selected 
randomly in the first stage. A sample of female leaders was selected for the study. 
Information regarding their socio- economic status, i.e. family income, land 
education, number of children, total family members, number of houses, family 
size and type, holding household and agriculture outputs and social participation 
was obtained. 
Thus, it can be concluded from the present study that now a days the concept of 
woinen leadership can be seen. In our Indian rural society, it needs more attention 
of promoting and developing with the other people of that area. Although the 
existence of high caste is decreasing but high income is sfiU a major factor of 
rural leadership. We must try to remove this difference in our society. Casteism 
demotion is a most strong weapon for the development of any rural society. The 
present study shows it, as our one of the leader is pradhan although she was a 
schedule caste woman. The main theme of this study was that women come to 
know their rights. 
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To achieve the objectives of the study, I prepared an interview schedule, 
which was used to obtain information from the respondents. The information 
elicited during the interview, was used to prepare case studies. In the present 
chapter I have done the content analysis of the qualitative data. Due to the 
exploratory nature of the study and to get insight of the problems, in-depth 
interviews are considered the right method. The nature of the study and the 
use of qualitative data imply that the data can not be subjected to the rigours 
of the statistical analysis. Hence a formal and subjective yet rational and 
logical method of analysis has been adopted, more so because the study calls 
for the understanding of the social problems arising out of attitude and beliefs. 
On the basis of the data collected during the interviews and observation; cases 
were prepared. Analysis of the case studies is divided into two categories. 
Analysis done along social attitude has been presented in this chapter. A 
discussion has also been carried out along with the analysis as to gain insight 
of the problems and issues. 
The procedure of analysis included listing of various responses. Often the 
respondents used different words to express essentially the same feelings. The 
researcher uses her subjective assessment to club such responses together and 
put them under broad category. Name of the respondents are given in bold 
letters throughout the analysis and words used by local population have been 
italicised. English translation of local words is provided at the beginning of 
the thesis. 
Chapter-4 Social Attitude of Reproductive Health 
4.1 Demographic and Socio - Economic Profile of the Respondents 
4.1.1 Caste structure of the respondents 
Muslims constitute about 12 percent of the total population in Dibai town, out 
of these approximately 90 percent belong to OBC and lower caste. This 
community is concentrated in the interior of the town. (13.4% of the total 
Indian population & 18-19% in U.P.; Sacchar Committee). The upper caste 
Muslims (10% of Muslim population) are grouped in two sects, namely Sunni 
and Shia. Shia community has minority status, represented by 8-10 families 
only. Sheikhs and Qazis are upper caste Sunni Muslims. Of these, very few 
families of sheikhs are still living in Dibai town. Lower caste Muslims 
represented by Teli (oil extractors), Gaddi (milkmen/cattle gazers), Qasai 
(butchers), Bhatiyare (cooks), Dhobi (washersmen), Nai (barbers), Kaunjhre 
(vegetable sellers), and Faqeer (beggars). Teli and Gaddi are in majority and 
are prosperous comparatively to the other lower castes. Both these castes try 
to dominate each other, and hence intercaste fights are very common amongst 
them. Sheikhs, Qazis and Shias enjoy the respect of the lower castes. They 
have a specific lifestyle, are mostly educated and progressive which is starkly 
different from that of the lower caste Muslims. Sheikh families though very 
few in number, commands the maximum respect. Their support and advice is 
sought in matters of disputes and crises. These families have very cordial and 
social relations with the high caste Hindu families of the town. In the lower 
caste Muslim women, the feeling of insecurity and discrimination is high and 
they do not consider themselves a part of mainstream. 
Hindus are a majority in Dibai. Sample for the study was represented by the 
Brahmins (the priests) highest caste, represented by Sharma, Upadhaya and 
Bansal, the Baniyas (the business class), that is Gupta, Aggarwal, Jaiswal, 
and Maheshware ), the Lodha (backward class) and the Harijan (sweepers) 
lowest caste . Out of the four major castes of the Hindus, the Khastriyas (the 
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warriors) could not be included in the sample as they are very few in number. 
The Punjabi Hindus are represented by Arora, Sahani and Khurana. Hindu 
upper caste women are very active and have formed many organisations. 
These organisations provide a platform for them to air their grievances and 
discuss their personal problems. It is also a way for them to get together and 
for some time pass. Ceremonies like keertan (religious hyms) and satsang 
(sermons) are organised routinely, which apart from being religious are also 
social gatherings. Kitty parties are the symbol of rich lifestyle of the Hindu 
upper caste women of the town. A majority of these Hindu women consider 
Muslims very backward and orthodox. One of the respondents could not 
believe that I am a Muslim. Having a very stereotype perception, she thought 
that Muslims are ganwar (uncivilised), and jahil (illiterate), and are usually 
dirty and do not put on clean cloths. 
As the Muslims in this town are socially backward, Muslim women (lower 
caste) feel a sense of discrimination. Their social contact is almost nil with the 
Hindu women. They only come in contact with the Hindu ladies in the market 
place where they go for shopping. The local market being the only place for 
their outing. They shop here for themselves, for their children and 
household's big and small needs. In the presence of these Hindu women, who 
also shop from the same local market, at times they become quarrelsome and 
misbehave. This is mainly due to insufficient interactions and misconceptions 
abound among them. These Hindu women are usually of the lower caste and 
are also at the receiving end of the social class. The upper and rich class, both 
Hindus and Muslims also visit the market for their basic day-to-day needs, but 
for major and big shopping purposes they visit close by cities of Bulandshahr 
or Aligarh and sometimes even to Delhi. 
4.1.2 Age at marriage and number of children 
During my field visits, I came across revelations regarding the age at 
marriage, which clearly came under the preview of violence against women. 
Wakeela a dai (midwife) told that she was married at the age of 12. Her eldest 
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son is 30 years of age and youngest daughter is 11 years. She has 8 children. 
According to her "it becomes very easy for a woman to deliver the child at the 
young age. After twenty five years of age the delivery becomes difficult and 
painful." Nussbaum (2000) emphasised that adolescent pregnancy is 
identified as one of the root causes of maternal mortality in developing 
countries. Mahony (1996) argued that "almost 99% of maternal deaths occur 
in developing countries". Wakeela is very proud to have eight children; three 
sons and five daughters. She treats her daughters well and does not 
discriminate between sons and daughters. 
When girls are married off at an early age, they are denied their human rights, 
their rights to be children. Girls loose their freedom and they have to follow 
strict codes of conduct. Young girls (mothers) face serious health problems, 
and become prone to chronic illness. Sometimes they come to the verge of 
losing their lives due to pregnancies. 
Adolescent girls die each year because of pregnancy-related problems, as it is 
ill timed and unwanted. Girls at such a young age are not physically and 
mentally prepared to bear the responsibility of giving birth to a new life. 
Pachauri (1998) has rightly said that their bodies are not mature enough to 
face the burden of pregnancies. Adolescents who give birth are three times as 
likely to die in childbirth, as are women aged 20-29 under similar 
circumstances. Over a period of years the trend has changed with respect to 
the age of Hindu girls at the time of marriage. Earlier the average age was 
sixteen but now it is eighteen. Most of the lower caste girls marry at the age 
of seventeen. The upper caste Hindu girls marry at the age of twenty. In some 
cases it was twenty-five years, though it was not out of choice but out of 
circumstances. 
In other interviews also, I found that women who were married at twenty to 
twenty five years ago their age at that time was twelve to fourteen only. Very 
surprisingly women with less than five years of marriage life told that their 
age at the time of marriage was between fifteen and seventeen. We see a shift 
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in the age of marriage and the trend is to marry the daughter off at the age of 
around sixteen years in the lower castes. The average age of marriage in the 
lower caste Muslim is sixteen years. Contrary to this, according to upper caste 
Muslim women the average age at the time of marriage is nineteen years. 
Only a few are married before eighteen years of age. Most of the respondents 
were married after nineteen years. Najma and Afshan (both Sheikh) reported 
that they have done post graduation and married only after the completion of 
their education. Thus we see that awareness about the ill affect of the early 
marriage is increasing among the upper caste Muslim women. These families 
do not want to take any risk with the life of their children; therefore out of 
choice the decision to marry the daughter at the right age is taken. Farzana 
{Qazi), told that she was married at the age of twenty, but it was not a matter 
of choice, rather a suitable match was not found. Therefore her parents were 
anxious to marry her off as soon as possible. Some time due to circumstance 
also the marriage takes place at an advanced stage when ever the girl is not 
beautiftil and her parents are unable to givejahez (dowry) as per demands, it 
becomes difficult to marry her off 
Fertility among the Muslim women is high in comparison to the Hindu 
women in this area. Most of the respondents told that they have six or seven 
children. Some of them had four. Majority of the upper caste women have 
only two or three children (reasons to be discussed in chap. 5). Muslim 
women get pregnant soon after their marriage and in most of the cases the 
first birth takes place within a year. Those respondents, who were married for 
one or two years only, also had one or more child. The other problem is of 
spacing between two deliveries. Thus the average fertility rate of Muslim 
women in Dibai is five. This is comparatively high than the national average 
of Muslim fertility rate. According to Sachar Committee report, total fertility 
rates (TFR) among Muslims from about 4,3 to 3.6 in 1990s, a reduction of 
about 2.9, a reduction of about 0.9 points. During the same period the fertility 
rates for the population declined from about 3.4 to 2.9, a reduction of nearly 
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0.5 points. The decline in fertility among Muslims was more than average. 
Fertility among Muslims varies with social characteristics and there are 
significant inter caste variations. 
Their Hindu counterparts have lower fertility rate. Few Hindu women have 
five or more children. Average number of children turns out to be four. 
Among Hindus also, the lower caste women have more number of children 
than the upper caste women but its rate is less than that of lower caste Muslim 
women. The upper caste Hindu women have two to three children. In this way 
there is no difference between them and the upper caste Muslim women. It 
can be attributed to the literacy and awareness among them and at the same 
time, a desire to be a part of the mainstream. 
This aspect is substantiated by Cassen (1978), who argued that "The 
difference between the fertility of educated, well off, urban Muslims and 
Hindus is relatively small, but the average socio-economic and educational 
status of the Muslims is lower than that of Hindus." 
Also Khan (1991), conducted survey in the rural area of Koil tehsil in Aligarh 
district of UP (area in the adjacent district to Dibai). He pointed out that the 
fertility differentials of schedule caste Hindus and Muslims can be understood 
almost entirely as the outcomes of the impacts of income, education, child 
mortality and the age of marriage. 
The family size (number of children) in the present generation is much 
smaller than their parents' generation. Experts perceive that such a change 
and decline in the number of children started some sev^^^^n-ycars -fepfare 
these interviews were conducted. \ f'^' H ^ 0 A 
J - ! ••. c. N o . . . 
4.1.3 Educational profile and literacy rate V • 
Literacy rate among the Muslim women is much lower than'^ that'^ ^ 
women in Dibai town. Sample survey revealed that only two samples had 
reached post graduation level and some had done graduation. A few had 
education till primary level and madarsa (Muslim religious school) education. 
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Though, presently ninety percent of the Muslim children are going to school. 
This shows that school enrolment rate has increased in the recent years. This 
is consistent with the perception that the community is increasingly looking at 
education as a means to improve their socio-economic status. Upper caste 
Muslims respondents are mostly literate. Hasan and Menon (2004) 
emphasised that apart from religion related factors, low socio-economic status 
contributes considerably to low education and work levels among Muslim 
women. 
In contrast to this most of the lower caste Hindu respondents had gone to 
school for at least two to three years. Kamlesh (sarraj) had studied till high 
school. Somlata (lodha) has done intermediate. Nearly all of the upper caste 
Hindu women have done intermediate or graduation. 
Fertility decline has occurred in all the section of society, including the 
illiterate and the poor. Though the more educated have lower fertility than the 
less educated. The gap has narrowed and the lower - upper caste impact on 
fertility is also decreasing. 
4.1.4 Employment profile and income 
The economy of Dibai is trade and agriculture based. The Muslim women are 
concentrated more in self employed (home based) activities and their share in 
regular work, especially in the government, public sector and private sector is 
dismal. Family income of Muslim women in Dibai is based on the earning of 
their men folk who are engaged in mazdoori (labourers), durri pherywale 
(sales men of carpets and mats in other parts of the country), cheelum makers 
(a special pottery used for tobacco smoking in hukka) though declining 
rapidly, street vendors and hawkers. The conditions of work are precarious 
for Muslim workers and their earnings are low. Moreover, in comparison to 
Hindu workers, a much larger population of Muslim workers are engaged in 
street vending and are without any employee benefits and long term contracts 
(Basant, 2007). This applies to the Muslim of Dibai also. Due to this, income 
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opportunities are restricted. It has its impact on the fertility pattern also, as 
told by Dilshad (a mother of nine children; seven daughters and two sons). 
She said that as she delivered three daughters one after another, three 
daughters her husband and mother- in- law asked her to bear more children in 
the hope of a son, who can become an earning hand and their burahape ka 
Sahara (a support in old age). Low caste Muslims women also try to 
contribute in the family income by doing some home based job, like needle 
work (discussed later in detail). The upper caste Muslim male members are 
either in services or have small businesses. Some of these respondents were in 
the teaching profession. A detailed analysis of employment (Sachar 
committee report) in different government departments also revealed that 
Muslim representation is in very low-ends jobs. Moreover, the participation of 
Muslims in government jobs which involved provision of public services like 
healthcare (nursing), security (police), etc. is extremely low (Basant, 2007). 
Sachar committee report reveals that more than half of the Muslim workers 
are self- employed in household enterprises. They are concentrated in certain 
industries, such as tobacco and textile products; retail and wholesale trade, 
sale, repair and maintenance of motor vehicles and electrical machinery, and 
apparatus manufacturing. As many as seventy three percent of the Muslims 
are not employed by any written contract. Most of them are not eligible for 
any social benefit and their earnings are low (Shah, 2007). 
The income opportunities for low caste Hindu families are also not very 
bright; still they are in a better position than their counterparts. Most of the 
respondents told that they earn money by making handicraft items. They 
operate from their homes and their male members are daily wagers, 
mazdoors, vendors or hawkers. The upper caste Hindu women enjoy the 
facilities of a modern life as their men folk earn enough to provide them with 
the luxuries of life. Major businesses and trade of Dibai town are in the hands 
of Hindus and husbands of a few respondents are even doctors and teachers. 
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Most of the Muslim respondents feel that the economic conditions have not 
improved in the recent years and have perhaps deteriorated. Wage earners are 
concerned about the rapid increase in the cost of living and the low rate of 
wages. Reason reported for the poor conditions includes high expenditure on 
illness, beyond capacity expenditure on marriage and other social ceremonies, 
loss of work and successive crop failure. Some families started petty business 
such as parchooni ki dukan (small grocery shops), atta chakki (micro flour 
mill), bicycle and scooter repairing etc. Khairunnissa says that due to large 
number of children, it is difficult to arrange a meal for two times a day. Her 
husband, a casual labourer is unable to fulfil their daily food requirement, so 
where does the question arise of spending on the janami bimari (reproductive 
health). 
The impact of poor economic conditions is clearly visible on the ill health of 
the women and their woes are narrated very vividly. Naseerran (a mother of 
six children), laments that she is suffering from leurocoria. Abdominal and 
back pain but is unable to go for medical check-up. When the pain gets 
unbearable, she prepares a karha (herbal concoction) out of the jari- booty 
(herbs) picked from the nearby jungle. Her mother-in-law also suffers from 
the same problems. 
4.1.5 Access to infrastructure and facilities 
Overall access to infrastructure is poor for low caste Muslims and even to 
some high caste Muslims in Dibai town. Access to trained health persons and 
institutions for child birth is very poor for low caste Muslims, only little better 
than the Harijans. Muslims also have very poor access to tap water. Though 
analysis done at the national level reveals that Muslims have difficulty in 
getting admissions for their children in good schools, and claims about 
widespread discrimination in employment and housing markets etc. 
Wilkinson (2007), the access to schools is high among all the categories of 
respondents. Schools which provide scholarships (by the governments) are 
accessed by lower caste Muslims also. Among the Hindus, a small section of 
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the respondents, mostly Harijans, have low access to government facilities. 
But the trend has changed in the last four to five years and Harijans have also 
become aware of the facilities provided by the government and they want to 
avail such benefits. It may be noted that the Reserve Bank of India's efforts at 
banking and credit facilities under the Prime Minister's 15- point Programme 
for the welfare of the minorities, have mainly benefited other minorities, than 
the Muslims (Shah, 2007). 
The 61 '^ round data of the NSS show that 22.7 percent of India's population 
was poor in 2004-05. The SC/ST (schedule class / schedule tribe) together is 
the most poor with the head count ratio (HCR) of 35 percent. Muslims stand 
second with 31 percent of the people living below the poverty line. The 
incidence of poverty among OBC (Other Backward Class) Muslims is close 
to that of SC/STs. Poverty among Muslims is the highest in urban areas with a 
HCR of 38.4 percent. Significantly, the fall in poverty among Muslims, 
accorded to data provided to the committee, has been "only modest during the 
decade 1993-94 to 2004-05 in urban areas, whereas the decline in rural areas 
has been substantial." 
A relatively high proportion of Muslim workers (11 percent) including those 
among the OBC strata are engaged in wholesale and retail trade as merchants 
and shopkeepers; and also as small manufacturers. This is significantly higher 
than not only among the SC/STs but also among the Hindu OBCs. One of the 
major problems that Muslim in general, and the entrepreneurs among them in 
particular, face in their business is the presence of inadequate credit facilities 
available, not only from private and public sector banks, but also from scheme 
and credit facilities under the prime Minister's 15-point programme . 
More than half of the Muslim workers are self employed in household 
enterprises. Under the neo liberal economic policy regime, employment in the 
fonnal sector has been gradually and systematically sinking in the past two 
decades. 
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4.2 Social Vices and their Impact on Reproductive Health of Women 
In this section I have tried to explore the ills and abuses prevailing in the 
society and their impact on women's physical, mental and reproductive 
health. The most common abuse against women is violence and the threat of 
violence is the first measurement of women's capacity for survival and 
empowerment (Coomaraswamy, 2005). Violence against women is a 
universal reality but at the same time it is invisible. South Asia has been 
classified as the worst region in terms of indicators with the highest rates of 
different forms of violence against women (UNICEF, 2001). 
4.2.1 Alcoholism and drug addiction 
Mitra (1960) quotes WHO experts' committee definition of drug addiction as 
a state of periodic or chronic intoxication, detrimental to the individual and to 
the society, produced by repeated consumption of a drug, either natural or 
synthetic. 
The use of alcohol has been found to be rampant among the men folk of 
Hindu respondents. Savita (married for 14 years), narrated that her husband at 
the time of marriage was not an alcoholic but later on due to bad company 
started drinking and now he has become an addict. Its impact has been very 
serious on her health. Some three to four years back when she was pregnant 
with her fifth child, her husband in a fit of anger, under the influence of 
alcohol kicked her at her abdomen and the pregnancy got aborted. Savita had 
to be hospitalised in a government hospital for more than ten days. After that 
miscarriage she could not conceive again. 
The majority of the lower caste Hindu women narrated woes which they faced 
due to their men's bad drinking habit. They face problems of wife beating but 
not to the extent as told by Savita. As far as the upper caste Hindu women are 
concerned, they also admitted that their husbands drink but up to the limits of 
decency. This problem is not found in the upper caste Muslim society in 
Dibai. A few cases are found in the lower caste community. But those 
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families are somewhat outcaste by their community as alcohol is forbidden in 
Islam. One respondent Dilshad told that her husband developed this bad 
habit during his visits to the western states of India, where he used to go to 
sell cotton mats {durries). Her husband died six - seven years ago due to 
tuberculoses. He used to beat her in a state of rage and anger. 
The causes of drinking which emerged during the interviews are as : miseries 
of life, to reduce work tension, bad housing and lack of recreational facilities, 
ignorance, inherent nervous defect, for companionship and fim, to celebrate 
success or loss in business. Men generally start drinking for its beneficial 
effects but later on addicted to it, which has a detrimental affect (Madan, 
1995). 
The problem of drug addiction was also mentioned by some women, 
especially low caste Hindus and Muslims. Among Muslims some men who go 
to sell durries, among Hindus, men who are truck drivers and go on long 
routes, become victims of this abuse. But much information could not be 
elicited on this account, hence it is difficult to analyse its impact on the health 
of women. 
4.2.2 Gambling 
Gambling involve the unpleasing willing to profit by the misfortune of others 
and the same temptation to risk more than one can afford to loose ( Hardy, 
1934). 
Many of the lower caste Muslim women admitted that their husbands are 
involved in this activity. The simple patta (game of cards) is the major 
gambling activity. Satta (betting) is also a popular gambling activity. Women 
also divulged that private houses serve as the playing place and are often 
referred to as baithak (sitting place). Wakeela dai disclosed that earlier her 
husband use to provide his house for this purpose but now she has started 
organising baithaks in her house and charges a minimal amount. At some 
places no amount is charged and the place is offered because the makan malik 
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(landlord) gets joy himself in gambling and it provides him company also. 
Gambling is a part of Hindu social society also; but none of the women 
recalled any incident which affected the reproductive health aspect of them. 
4.2.3 Domestic violence 
The violence among women in various forms is brought to the surface during 
the interviews and discussions. Almost all the samples of lower caste Hindus 
as well as Muslim women disclosed that they are victims of domestic violence 
from wife beating to marital rape. A survey of 1842 from women in Uttar 
Pradesh and Tamil Nadu in India presented a rate of forty per cent of women 
interviewed stating they were victims of wife beating. In Pakistan a survey of 
thousand women indicated that fifty five percent in urban areas and thirty five 
percent in the rural areas stated that they were victims of domestic violence 
(UNIFEM, 2004). 
Sarla (lower caste Hindu woman) told that her husband forcibly compels her 
to have sex with him. And when she resists, her husband would beat and 
punish her. She does not have desire for sex (reason not told) but her husband 
says that ''yeh uska adhikar hai" (this is his right) and threatens to divorce 
her, which she does not want for the sake of her children (a girl and 2 boys). 
In this case we find that she is unable to give any name to her husband's act, 
but it is clearly a case of marital rape. When asked whether she has told this to 
her mother-in-law or someone in the family? she replied that everyone will 
take her husband's side. She is not willing to bear any more children, though 
her husband and mother-in-law want more. She disclosed that she also bought 
secretly some herbal medicine for family planning measures; from her maiyka 
(parent's home) which happens to be a nearby village, when she visited there 
once. 
Thus we can say that violence against women also takes place at the most 
intimate of places. 
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4.3 Societal Attitudes and Reproductive Behavior 
The reproductive behaviour of the women and the decision regarding number 
of children and the preference for specific gender rests with the in laws and 
their husbands. The women in most of the cases are a mute spectator or the 
follower of the decision. In the past their decision to adopt family planning 
had been invariably resisted by the husband (Misri and Tripathi, 1971). 
The family planning policy of India has a special bearing on the lies of Indian 
Muslim women at the same time we cannot treat it as a problem of women in 
isolation from their men, kinship world and the wider social context (Chattoo, 
2004). 
4.3.1 Perceived role of women 
The status and role of the women have to be understood within the total 
structure of the society. The basis of power has their roots in the total 
structure of the society. Dibai is a traditional society, where perception of 
women and their role is based on stereotype traditions. 
By and large, the women participate in all domestic tasks, including house 
building and repair work. The women clearly have the longest working day in 
most homes, working from five in the morning until nine in the evening, with 
a number of prayer periods, meal and tea breaks in between. They start the 
day's work before dawn by making breakfast for the men who are going to 
work or to seek work and then feed and milk the animals. It makes couples of 
hours to make dough and make bread, washing clothes and bathing babies and 
infants. Midday dinner is then prepared. After the evening meal and washing 
up, work continues on the handicrafts. The young women do the heavy 
housework. They also wash cloths and clean the compound and stable, and 
collect manure, which they dry in the sun and use for fuel. They also fetch 
water if they do not have children to do this for them. The division of labour 
by gender at the macro (societal) level reinforces that of the household. This 
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dynamics is an important source of women's disadvantaged position and of 
the stability of the gender system (Moghadam, 2005). High fertility rates limit 
the women's roles and perpetuate gender inequality. 
In Dibai town purdha system is common among both Hindus as well as in 
Muslims. One thing which is also common is that only daughter-in-law 
observes complete purdha. Muslims married women's wear burquah (veil) 
but girls only cover their heads. Men and elderly ladies ensure that women of 
childbearing age are hidden from the view of the male guests. If a women in 
purdah has to go to the health centre, her husbands escorts her or finds 
someone in the family to go with her. Low caste Muslim women in Dibai 
have more mobility than upper caste women. The Hindu women here are 
generally mobile. They go to purchase vegetables and fetch milk from 
dudhwala (milkman). They go to the shopping also and frequently go to the 
temple, but every time they cover their heads. The lower caste Hindu women 
take some ghoonght (sari lowered on face) in front of those male members 
who are elder from her husband. Lower caste women also go to the field and 
do work with their husband. But among upper caste, women going for outside 
job is not common, only teaching job is permissible in some families. 
4.3.2 Male Female Inequality 
Gender discrimination has its toll on the health of women. The survey has 
suggested that women are very prone to diseases. In majority of the cases, 
constant child bearing is the major problem. This makes them vulnerable to 
large number of diseases. From nutritional point of view, the women are 
tragic and weak. As mentioned by many women they are the last to take their 
food, after all the family members have taken their meals. Actually they 
survive on the left over foods. They have to bear the burden of such 
inequality. All these things affect their reproductive health also. Even during 
pregnancy, forget to say about iron rich diet they find it difficult to satisfy 
their hunger. Raeesa a respondent told that "I have five children, two 
daughters and three sons. But I didn't use to get complete food at the time of 
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pregnancy. Many a times I ate sookhi roti (dry bread). And after delivery also 
I never took ghee (refined butter) or any rich diet. The inequality is prevalent 
in all the cross sections of society. But some women, particularly upper caste 
Muslim and some Hindu, denied any such discrimination. Assiya, Kamla and 
many others proudly said that they are treated equally as men by their in laws 
and husbands. Though it is customary among Hindus that women serve food 
to husband, children and in laws first, and when they finish, then she eats her 
meal, because chauka (kitchen) is her sole responsibility and she keeps the 
sanctity of it. But it does not affect the quality of food which she takes. In my 
opinion, quality and quantity of the food depends on the economic condition 
of the family rather than the attitude of the in laws. Najma on the other hand 
told that she takes all her meals with her husband, children and in laws, on the 
dining table (a feature which is missing from all the other cases). Only in a 
few upper castes Muslim household and in most of the upper caste household, 
dinning table is to be found like other furniture items. But the use of it is 
restricted to few occasions or when the guests arrive. Askari (a teli) told that 
they are quite well off and they have plenty to eat. But when the children 
leave food in the plates, her mother-in-law insists her to eat it. Earlier she 
resisted this discrimination but now she has become used to it. The reason 
behind this is that Allah does not like the wastage of food and every dana (a 
grain) if left, complaints to God and curses. 
Gender inequality is also loudly observable in the conversation that takes 
place between males and females. Normally Hindu and low caste Muslims 
. males (upper caste Muslim males are exception) in Dibai are not shy in using 
indecent language in the family. More often they address their wives with foul 
adjectives. And the wife never takes it seriously. It is a common scenario in 
the families, the males loudly bombarding foul words in their day to day 
conversation. But women tend to avoid foul language. Many women 
acknowledged that gaali-galoush (abuses) is very common. This inequality 
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appears within the family, and has become an integral part of their family 
lives and this is a type of oppression towards women. 
Cultural inequality is also prevalent across all categories of the samples. The 
inequality is constructed through cultural and social factors. Both Hindu and 
Muslim women are not permitted to come to the graveyard or cremation 
ground. Among the women, widows do not enjoy even those privileges which 
are the rights of suhagan (married woman). Mostly in all the sections of 
Hindu society and in some cases among Muslims also, widows are not 
permitted to attend auspicious functions, especially related to marriages. 
Kamalesh a young widow told that she cannot use binndi (a dot wore on the 
forehead) and cosmetics, jewellery, glass bangles, bright and colourful 
dresses. In many marriage ceremonies the concept of saat suhagan (seven 
married women) plays an important role. During the manjha (a pre marriage 
custom); the would be brides sits on the chawki (stool), wearing yellow suit, 
and one beetle leaf is placed on her hand. At that time seven married women 
put ubtan (herbal-pack) on the hands of the bride. At this particular time the 
presence of widow is considered inauspicious. The discrimination is followed 
even when the ceremonies related to would be mothers are also performed. 
Much lesser restrictions are imposed on Muslim widows than Hindus. 
Women receive less maternal resources, social status, power and 
opportunities for self actualisation than the men. This inequality results from 
the organization of society and not from any significant biological and 
personality differences between male and female (Banu, 2004 ). 
Though cultural inequality is not directly related to reproductive health, still 
in my opinion it has an impact on the health of the women. They think and 
feel as second class citizen and unimportant, and hence their health related 
problems are ignored. This mind set is prevalent in all the categories and 
somewhere down the line the health is affected. 
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The influence of social and cultural customs, habits and traditions among 
various categories is clearly visible on the reproductive health. These are 
influencing the fertility and family planning behaviour of the respondents. 
4.4 Education and its Impact on Reproductive Health 
It has been established that education is one of the strong correlates of 
fertility. Education that changes the life style, economic development and 
exposure to new ideas; affects the health of women in a significant way. 
These combined produce, what Jafree calls "a heightened aspiration" that 
motivates couples to control their fertility (Jafree, 1959). Moreover education 
itself is a very complex variable. It is being used as a proxy measure of the 
housewife's time (Leibenstein ,1975; Mincer, 1963); and it is also used as a 
proxy measure of modernization (Inkeles and Smith 1974). It may do so by 
1. Providing opportunities for personal advancement and awareness of 
social mobility, new outlook, the freedom from tradition, the values 
and pattern of behaviour and developing rationalism. Education meets 
some of the basic psychological needs of women such as the needs for 
creativity, a desire to acquire knowledge, and a desire to obtain 
freedom from close familial control. 
2. It increase the age at marriage and increases the probability of non-
marriage. 
3. It reduces the desired family size by fostering a higher standard of 
living for the couple and their children, and stimulates a woman's 
interest and involvement with activities outside the home, particularly 
by employment. 
4. It exposes women to knowledge, attitudes and practices favourable to 
birth control. 
5. It allows greater female participation in family decision making. 
6. It increases the chances for survival of infants. 
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In the present study it has been noted that education clearly affects the health 
of women in a positive manner. It changes the attitude of women and family 
and makes them aware about their rights and needs. In my study the samples 
(Hindu and Muslim both) who went to school were more vocal and knew that 
keeping a good reproductive health is in the interest of their family, therefore 
the responsibility to visit the doctor (as and when need arises) lies on them. 
They are aware of the consequences of ill health and its negative impact on 
the children and the family. They had better knowledge of the facilities 
provided by govenmient and NGO's with respect to family planning 
measures. Educated women in the sample told their desire of quality 
education for their children and for that they wanted to limit the family size. 
Education with its social and economic co-relates, exposes a person to a wide 
range of general information, including attitudes favourable to birth control, 
knowledge and access to modem effective means of family planning 
(Chaudhery,1982). 
4.5 Value of Children and Reproductive Health 
Children provide emotional, social, economic and psychological satisfaction 
to their parents; therefore, they are valuable to them. Value of children 
depends on the satisfaction or utility derived from them (a positive 
dimension) and the cost incurred on them (negative dimension), parents who 
desire a specific number of children of a given quality may be assumed to 
depend on their perception of these costs and values (Chaudhery, 1982). 
There are various kinds of costs values that children have for parents 
(Hoffman and Hoffman, 1963;Barelson, 1972). 
Members in the lower income groups explicitly discuss the benefits accrued 
by large number of children and in the process they give a conspicuous 
thought to the cost incurred on them. Benefits cut the cost which goes in 
favour of the big family size and their large number of children especially 
male child. An interesting dimension emerged during the discussion with 
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some lower class Muslim women. In the present economic scenario, even girl 
child is also welcomed or there is more tolerance for her arrival. Girls after 
attaining the age of five are absorbed in the business of needle work {adde ka 
kaam). There is lot of demand of this work in fashion and film industry. A 
good hand can earn approximately in the range of Rs. 100-200 per day. By the 
time a girl is 10-12 years old, she becomes perfect in the needle work. This 
contributes towards the economic well being of the family. The trend was 
evident from last 25 years. The craft started to flourish in late eighties and 
attain its peak during mid nineties. Recently a decline in the demand of the 
needle work has been felt. Now the artisans are unable to get what they earlier 
used to get. In the light of declining value of money over a period of time the 
pinch has been felt severely. Its after effects, and impact on preference for a 
particular gender can be explored after some time. According to Desai and 
Krishnaraj (1987), in many parts of north India, Muslim women manufactured 
silk strings, necklace and bracelets and did fine embroidery. Birdwood (1974) 
remarked that "every house in India is like a nursery of the beautifiil". Though 
the women in some of the cases earn and support their families still they have 
no control over their earnings. One of the respondent lamented that the earned 
money is not spent on her/ their reproductive and other health related 
problems rather it used to fiilfil the needs of the male members. This bias 
against women has been highlighted by Seal (1981), who had argued that 'the 
high concentration of women in household industry accords them the status of 
family workers with no direct control over earnings, where patriarchal control 
is most closely exercised. 
Chatto (2001) in her study illustrated that I was told that having sons does not 
bear any religious or ritual sanction in Islam. In fact, marrying off daughters 
brings sawah (blessings of Allah). Yet, sons are desired so that they can take 
care of parents in their old age and ill health, since daughters must be given 
away. Nevertheless daughters are often spoken by both the parents as a curse, 
since it is very difficult to bring them up. Sons can sleep in the street and be 
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clad in rags, but the virginity and sexuality of the daughters needs to be 
constantly guarded. A daughter is perceived as somebody else's 'property'. 
Moreover, marrying a daughter has become a very costly affair, even in the 
villages. She needs to be given a good dowry in order to secure a good match. 
However, the bias for son surfaces more starkly in past records of gruesome 
female infanticide (Biscoe 1922:181-182), as well as in the overt and covert 
neglect of female babies following birth and during illness. At the same time, 
we know that this bias is resolved as the daughters grow up and are married. 
Sometimes the husband's wish for having more sons become so dominating 
that it adversely affects the health of the women and life is also lost. One of 
the respondents named Bano told that she and her elder sister were married to 
two brothers in the same family. Her elder sister was married 16 years ago 
and she married 9 years ago. She has two daughters and two sons. Their 
mother in law and sister's husband wanted that she should bear more children 
in the hope of the sons. Her sister started having some reproductive problem 
after the birth of last girl child. But due to continuous prodding she got 
pregnant and during child birth she died. This incident has scared Bano and 
now she is very much afraid of bearing more children though her husband still 
demands for sons. 
4.6 The Impact of Rites and Rituals on Reproductive Health 
Rituals are practised in some form or the other, in almost all the Indian 
societies. These are an integral part of Indian culture and great importance is 
given to them by families and communities as it also mirrors their well-being 
and status. Hindus attach immense significance to rituals and according to 
Hindu mythology every person has to observe certain of rituals in his or her 
life time. From the time a child is conceived in the womb till his death, rituals 
are observed at each important juncture. And these rituals are basically a 
family oriented rather than community oriented. 
Gannep (1960) interpret? these events as transitions from one social status to 
another and he termed these rituals as Rites of Passage, According to him, the 
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rituals connected with this nature are composed of three consecutive 
elements; separation, transition and reintegration. 
4.6.1 Rites and rituals of Muslims 
In the lower caste Muslims, such as bhatyarey and baqarqasai, zarda 
(yellowish or orange coloured sweet rice) is made on the occasion of 
godhbharai, fatiha (Quranic verses and prayers said for the elderly deceased) 
is said on it and distributed among the relatives friends, and the bradiri (caste 
brotherhood). Dresses are presented to the would be mother. Also, gifts like 
bangles, shoes, socks, handkerchiefs, menhdi (henna), missi (a local tooth 
powder), lak chuda (lac wristlet), chutila (artificial hair like woven/knotted 
cotton threads) etc. are given. Earlier all these items were gifted by the girl's 
parents but now its been given by the boys family itself 
In gaddis, this ritual of godhbharai at some places is done by the girl's family 
and at others by the boy's parents. Two sets of dresses, makeup items, etc. are 
gifted to the girl. Korma (a spicy meat dish) and naan (fat fluffy bread) with 
zarda is usually the menu of the occasion. The nayaz (Quranic verses said on 
the food) is offered on the zarda. 
On birth, immediately after the birth, when the child after been given the bath 
is brought to the mother, aazaan in the right ear and takbeer in the left ear is 
said out loudly of the new bom. The aazaan is usually said by a mualwi and if 
a mualwi is not present any male may say it. This ritual symbolically 
welcomes the new born to the Islamic fold and also informs the same to the 
child by saying Allah's praises in the ears. This is a very fiindamental and 
simple ritual practised by all the Muslims. 
In bhatyarey caste, dakhani mirch (white pepper), south (dry ginger) and bura 
(brown unrefined sugar powder) is mixed in curd and given to the new 
mother. Acheawani that is dried coconut, misri (a type of sugar in small cube 
shape), cashew nuts, almonds, ghee, and sugar is mixed together and halwa 
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(sweet dish) is made, which is fed to the mother for 15 to 16 days for strength. 
Gum, dried ginger and ghee are also fed at times. 
Chati is held after 3 - 4 days of giving birth, bath is taken by the mother and 
this is called chati. At this time some hot food such as egg curry or masoor ki 
daal (pulse) or mutton is given with roti (bread). In the bhatyareys, on the 
chati day parents of the girl come, and bring with them khichidiSdi dish made 
of rise and pulse), gondh (Gum), and many sets of dresses for the girl and 
gifts for the new bom. s 
After 20 - 25 days gondh ladoos (gum sweet balls) are given to eat. All the 
dry fruits are fried in ghee, then bhura (sugar) is added and cooked in gondh. 
After which laddoos are given the shape. 
After 40 days bath is taken by the mother for purification and namaz (prayer 
with action) is offered by her. Mutton and roti (bread) is made for food and 
fatiha is said on it. 
In gaddis, chati is held after 5 days. Meat, pulses and biryani (rice and meat 
dish) is made and niyaz is offered. Achaewani is given till the chati day, after 
which proper diet, such as pulse or mutton with bread (roti), halwa etc. is 
taken by the mother. This is given till one and a quarter month. 
After one and a quarter month family members girls side come and they bring 
along gift items for the new mother , for the new borri and cloths for their in 
laws. 
After birth till chati, gudh (juggery) with ghee is given to eat to the mother in 
telis. On the chati day, gosht (meat), naan and puri (fried bread) with aaloo ki 
sabzi (potato dish) is made and niyaz is offered. Gifts are brought by the girls 
family for the new born, the mother and for the in laws. 
Aqiqah - Its an orthodox rite, when child's head is shaven for the first time 
{mundan as in Hindus). Alms is given away equal to the weight of shaven 
hairs in gold or silver. The hairs are put on the betel leaves and either thrown 
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in a river or a water body or buried in the earth. Aqiqah is generally held on 
the seventh, fourteenth, twenty eighth or thirty fifth day after birth. Two goats 
or sheeps for a boy and for girl only one goat or sheep is sacrificed, and is 
distributed uncooked among the brotherhood and poor, and a part of it is 
cooked for the feast. Chochak i.e. gifts from girl's family for the baby 
(dresses, cot, toys etc.), dresses for parents and grandparents, dry fruits, sugar, 
sweets etc, are given. On this day child gets his name {naamkaran as in 
Hindus). This ritual is performed and celebrated across all the castes of 
Muslims. 
4.6.2 Rites and rituals of Hindus 
The effect of caste on fertility has been noted by a number of researchers. In a 
survey conducted in the rural areas of Banaras (1963) revealed that the upper 
caste Hindus had lowest fertility and lower caste Hindus had higher fertility. 
Saxena (1965) found that both the cumulative fertility and age specific 
fertility were higher for the low castes, lowest for the upper castes and 
intermediate for the intermediate castes. Gordin (1965) study found that in the 
rural Punjab, the predominantly agriculturalya^^ have lower fertility compared 
to the lower proportion of chamars having higher fertility. Driver (1960) also 
observed average that the forward castes are having lowest standardised 
average children compared to the backward castes having higher average 
children and the scheduled castes and tribes having still higher average 
children. 
However in the Etawah district of Uttar Pradesh, rural women of high castes 
and agriculturist preferred larger families (4 to 7 children) for security in old 
age, whereas those of the middle and lower caste non-agriculturists and 
labourers preferred smaller families (less than 4 children) because of 
economic burden in arranging marriage of their daughters, strife, adverse 
effects on health, etc. 
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A large number of studies conducted in various parts of India have siiown 
significant caste differentials in attitudes towards family planning, knowledge 
of contraception and practice of family planning methods. It is inferred that 
caste dose not exert an influence in the acceptance of contraception. So the 
segmental divisions of society basing on religion, race, caste, class, religion, 
language and colour is influencing the fertility and family planning 
differentials particularly in the rural areas. 
Godhbharai- At the commencement of the seventh month of pregnancy, the 
girl is dressed in the cloths presented by her parents. A coconut, dried dates 
and money, together with cloths for the in laws are also presented. The in 
laws on their part present new cloths to the girl. Neighbours and relatives 
assemble and sing songs. A coconut and dried dates are placed in her lap with 
grain and cakes made of grain flour fried in ghee. Similar eatables are 
distributed among brotherhood and congratulations are exchanged. 
Just Before and on Birth- Generally, the girl returns to her parent's house 
for her first confinement. Care is taken not to let fact that the pains of labour 
have begun be heard, lest publicity increases their severity, and if the pains 
are severe, a thali (tray) on which a charm is written is shown to the expecting 
mother in order to remove them. 
Delivery is universally affected on the ground. But after the delivery the 
mother is seated on the mat. The umbilical cord is cut with a sharp knife and 
tied with the janeo (a pious thread bore by Hindu priests). If the child be a 
girl, the cord is tied with thread of a spinning wheel. 
After the birth the midwife washes the child in a vessel into which silver has 
been thrown, before she gives the child to the mother. 
On the fifth day after delivery, satiyas (cakes made of cow dugs), are kept in 
the four corners of the room, for seven to eleven days after which they are 
immersed in the well or in the river Ganges. These Satiyas are kept by sister-
in-law. It is to be noted that these are kept only when a boy is bom. 
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On the tenth day, the ritual of Kuan Pujan (well worship) is held. The mother 
of the new bom goes to the well along with other women folk singing. She 
wears her father-in -law's shoes and keeps a lutiya ( metal mug) filled with 
water and a kataar (Knife) in it, on her head. Hand marks of turmeric powder 
are put on the wall of the well. The satiyas are immersed in the well on this 
day and she returns with the lutiya on her head. 
Mundan (tonsure) is the rite of shaving of hair of the child for the first time, 
and in this region preferably on the banks of the river Ganges. People of Dibai 
town go Raj ghat, but if the mother has taken a vow prior to the birth of the 
child to observe the rite at a certain shrine or temple, then it is duly carried out 
there. The rite is performed between the ages of one year and a quarter and 
four years. 
A pundit (priest), after considering all the astrological options, suggests first 
alphabet from which the name should start with. And hence a name is given 
to the child with the ceremonies of naamkaran (name keeping). Chochak 
from girl's home is sent, clothes for the child, father and in-laws along with 
dry fruits and sweets. On these occasion Brahamans aiQ fed. 
Observances of afterbirth are less elaborated in case of a girl child, and the 
idea that the birth of a girl is a misfortune, re-acts injuriously on the mother, 
less care is bestowed upon her and every observances are hurried over. If the 
mother is that of a boy she is carefiiUy tended to for forty days but the mother 
of a girl child is for twenty one days only. 
The period of purity or its duration, in theory, is ten days among Brahamans, 
twelve among kshatrias, fifteen among Vaishyas and thirty among Sudras, 
thus varying inversely with the purity of caste. But in practice it is eleven 
days among Brahmans and Thirteen among Kshatrias or eleven or thirteen for 
all castes. 
There are merits as well as demerits of the rites and rituals, practiced and 
adhered so strictly in the society. One must also ponder upon the reasons and 
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logic behind such practices. Though some of these customs may be purely 
symbolic and may not affect a woman's or a child's health - positively or 
adversely, directly or indirectly; but are observed mainly for social or 
religious purposes only. Such as the kuan pujan , godhbharai etc. in the 
Hindus and aazaan in the ears of the newly bom in the Muslims. 
It can also be the fear of the various evils and sprits, engraved in the psyche of 
the people since very old times, which must have given birth to such rites and 
rituals. This way they can take precautions in this form to avoid any mishap 
as such. The good luck charms, taveez, knife or some iron object kept under 
pillow etc, providing a kind of satisfaction that the pregnant women is being 
protected and looked after by some cosmic power. 
One of the rituals, on the other hand, that definitely has a positive and healing 
effect directly on a woman is chati and its follow-up diet schediile. This ritual 
followed by both the Hindus and Muslims, provides the best possible food 
supplements required by a new mother. These homemade and indigenous 
recipes help her regain lost energies and strength fast. 
Some practices such as not giving the first milk of the mother to the child, 
considering it unclean is a grave misconception. On the contrary, this milk 
provides great immunisation to the child. One other ritual of observances, 
especially among the Hindus, in which a mother who gives birth to a boy is 
tented to and looked after for forty days, whereas if she gives birth to a girl 
(as considered a misfortune), the observances lasts for only twenty one days. 
This shows a grave gender bias on one hand and on the other hand it puts the 
new mother to great health risk, just because she gave birth to a girl. 
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The concept of sexual and reproductive health was first fully articulated at the 
1994 International conference on population & development (Abouzhar & 
Vaughan, 2000). Reproductive health of women is a state of complete 
physical, mental and social well-being and not merely the absence of disease. 
Reproductive health is related to the reproductive system and to the functions 
and processes. It implies that women are able to have a safe and satisfying sex 
life. It also implies that they have the capability to reproduce and the freedom 
to decide about it, that is, when and how often to do so. It suggests that to 
attain reproductive health, a woman requires preventing and solving health 
related problems. It also includes sexual health, the purpose of which is the 
enhancement of life and personal relations. 
The present chapter is an effort to critically examine the reproductive health 
problems of the Hindu and Muslim women, attitudes related to maternal 
mortality, abortion, reproductive tract infections, sexually transmitted disease 
etc. An effort is also made to understand the attitude of women towards their 
problems and the causes of the problems. This study is based on qualitative 
investigations of women's perceptions, descriptions of reproductive 
conditions and dwells upon the societal attitude related to maternity periods, 
during gestation period and after delivery. 
5.1 Reproductive Behaviour and the Role of Women 
It is evident that reproductively is affected by a variety of factors including 
age, family's income and wealth, educational level of the family, caste, class, 
religious beliefs, culture, residence and occupation etc. The rich get richer and 
poor get children (Pati, 2003) were the Victorian epigram. It was generally 
believed that larger families were statistically associated with poverty, 
unskilled occupation, lack of education. These aspects are related to early 
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marriage, uncontrolled fertility, excessive child bearing - too early, too late, 
too many, and at too close intervals. All these dimensions tell something 
about the reproductive behaviour among different sections of women. 
The reproductive role of women all through the processes of gestation, birth, 
breast-feeding and child bearing places additional demands on her. 
In Dibai town, mostly all young woman, are generally married relatively 
young (analysis done in chapter 3). At a young age, the wife has no idea of 
limiting the number of children. The notion of not conceiving immediately 
after marriage is not evident. The reproductive profile of respondents is 
shown in Table 5.land Chart 5.1. 
Santhya and Jeejobhoy shed light on whether sexual and reproductive health 
situation and choices differ from those of adult women; and ways in which 
they differ. Sexual and reproductive health of adolescents in India is 
conditioned to a large extent by the strong pressures newly married young 
women face to prove fertility as soon as possible after marriage. Indeed, for 
many, the only way to secure their positions in the marital home is through 
fertility and particularly the birth of son. The evidence suggests that 
pregnancy and childbearing occur before many adolescents are physically 
fully developed. This may expose them to particularly acute health risks 
during pregnancy and childbirth. Adolescent fertility rates are high: roughly 
107 births take place per 1,000 girls aged 15-19 and the fertility of this age 
group makes up 19 per cent of nation's Total Fertility Rate (UPS and ORS 
Macro, 2000). 
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Table 5.1: Reproductive Profile of Respondents 
(N=150) 
Characteristics 
Number of live children 
None 
1 
2 
3 
More than 3 
History of Prior abortion 
Natural 
Induced 
No history of abortion 
Past Contraceptive used 
Used some family planning method 
Used no family planning method 
Oral pills 
Condoms 
Natural 
Others 
Reproductive Intentions 
Spacing 
Don't need more children 
Don't bother about the number of 
children 
Number 
5 
5 
20 
30 
90 
20 
3 
127 
80 
70 
15 
40 
15 
10 
30 
40 
80 
Percentage 
3.33 
3.33 
13.33 
20 
60 
100% 
13.33 
2.00 
84.67 
100 % 
53.33 
46.67 
10.00 
26.67 
10.00 
6.67 
100 % 
20.00 
26.67 
53.33 
100 % 
Source: Interviews 
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Chart 5.1: Reproductive Profile of Respondents 
Live Children 
100 - ' 
80 - ••' 
60 -- '" 
40 -.''•" 
20 - ' ' ' 
•'^ -==—:::ajfl 
Number of live children 
• None 
• 1 
• 2 
E 3 
More than 3 
01 
•M 
c 
V 
•0 c o a </> 
140 
120 
100 
80 
60 
40 
20 
0 
y 
. / 
y 
•' / 
y 
iZ^^ 
Prior Abortion 
~~~ 'mr~ 
• 
• • 
• 
m m 
• I ^ W I ^ ^ ^ ^ ^ H ^ ^ yZ 
1 2 
History of Prior abortion 
• History of Prior abortion 
• Noturol 
' Induced 
• No history of olDortion 
lOL 
Chapter 5 Reproductive Health and Fertility 
c 
•o 
c 
o 
a 
80 ^ 
70 
60 
SO -
40 
30 -
20 -
10 
Contraceptive 
___. • 
_._ M 1 It KA 
Past contraceptives used 
used 
i; 
• Past Contraceptive used 
• Ui.ed bome (amilv planning 
method 
* Used no family pianmnj.; 
method 
• Oral Pills 
• Condoms 
• Natural 
• ^ 
c 
u 
•o 
c 
o 
a 
oe 
80 -
70 -
60 ' 
50 -• 
40 -
30 -
20 -' 
10 -
0 
1 
Reproductive 
lnt( 
m 1 1 
2 
intentions 
I Spacing 
Don't want more children 
• Don't' bother about the number 
of children 
103 
Chapter 5 Reproductive Health and Fertility 
The case of Neera (upper caste Hindu Woman) substantiates this point. She 
could not conceive for two years after marriage and was often asked 
embarrassing questions by relatives and neighbours and she was chided and 
criticised by mother-in-law and sister-in-law. It is often found that husband's 
family, with whom the newly married woman lives as well as her "maayke 
waale " (maternal family) expect that she would become pregnant as soon as 
possible and bear a child, preferably a male child. The desire for the first child 
as son is explicitly as well as implicitly expressed. 
Typically a woman knows of no acceptable alternative role for herself other 
than that of wife and then of mother. The dread possibility of being barren is a 
nightmarish spectre for a woman who has not yet borne a child and becomes a 
painfiil reality for a childless older woman who finally must accept that she 
will never bear one. For all but relative few, a woman's destiny lays mainly in 
her procreation and the mark of her success as a person in her living, thriving 
children. Her husband's family arranges matters so that the couple have 
opportunity for sexual relations, even in families where privacy is otherwise 
minimized and where elders keep the young wife under strict surveillance. A 
study conducted by Gould (1969) in Sherupur, a village of Faizabad district, 
Uttar Pradesh brings the same observation that 'rather than discourage 
contact, I have heard mothers-in-law goad in their daughters-in-law in the 
hope that it will speed the production of an heir.' The husband's parents, as 
was noted above, are eager for a grandchild and give the young couple as 
much privacy as possible at night, even making a separate room available. 
The couple has sexual relations frequently, even ignoring periods of ritual 
taboo. After the birth of first child, the frequency of intercourse is very much 
reduced, partly from the demand of motherhood and lessened opportunities 
and partly from the satisfaction of having at least a child. A couple typically 
observes taboo period during religious occasions, during fasting period, 
during menstruation period, and during lactation. 
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Once a woman becomes pregnant she is likely to receive more fond attention 
than she enjoys at any other time. At her first pregnancy, she is given a kind 
of respect in the household that she did not get before. During her subsequent 
pregnancies also, she usually gets favoured treatment, certainly for a young 
wife, pregnancy is fine, the baby is fun, motherhood is grand and God given. 
Most of the religious rites in which a woman participates are intended for the 
welfare of her husband and children. Unless she has living children, her joys 
and status are the less and so she prays fervently that her children may be 
many and healthy (Opler, 1964; Jacobson, 1970). 
Procreation is considered to be the most important aspect of a married 
women's life and efforts are made to rectify the problem if she is unable to do 
so during first few years of her married life. Shanti (a sweepress) told that her 
daughter-in-law did not conceive well after more than two years of marriage. 
She got worried and consulted hakeem {unani / Greek medicine physician) as 
well as lady doctor practicing in Dibai. Nearly a year passed in the treatment 
but the problem persisted. She told this'problem to her malkin (employer) 
where she works. That lady advised her to consult a well-known 
gynaecologist in Aligarh city. Shanti escorted her daughter-in-law to that 
doctor and after the treatment of a few months (though it was costly from her 
standard) she could conceive. Now her daughter-in-law has one male child 
who is two years of age. It is a paradox that during the whole duration of 
pregnancy they consulted the doctor but childbirth took place at home. Shanti 
adviced her daughter-in-law to have the delivery at the hospital but she said 
"amma dar lagta hai, voh operation kar dengy" (mother I am frightened, they 
may operate on me). Thus they called a dai (midwife), who came with her 
basta (instrument box). Dai gave one pill and injection to induce pain and 
delivery took place after an hour. Dai asked for one thousand rupees but 
ultimately agreed for five hundred rupees. Now she wants that her daughter-
in-law must bear another child. 
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5.2 Notion of Safe Motherhood 
With every pregnancy there is a risk that something may go wrong. Most of 
these compHcations cannot be predicted. The first delivery is a most 
dangerous for both mother and child. It is important for all families to be able 
to recognize the warning signs of problems during pregnancy and childbirth 
and to have plans and resources for getting immediate skilled help if problems 
arise. In the present section I have tried to present findings related to pre-
natal, ante-natal, and post-natal check-ups, the process of delivery, the role of 
dais and doctors, facilities available to a women during the entire process as 
well as the taboos which contradict the logic and medical reasoning. 
5.2.1 Pre-natal and Ante-natal care 
Disparity in pre-natal and ante-natal care, at an alarming rate is evident in 
different categories during the discussion with respondents. No doubt upper 
caste Hindu women prefer the services of gynaecologists (MBBS, MD or 
BUMS, BAMS), who have good and modem facilities related to deliveries 
and pathological check-ups. These private doctors are capable of performing 
operations also. In case of upper caste Muslim women majority go for 
medical check up to the private doctors, hospitals or to paramedics. Though 
all are not very regular, still they have an attitude to utilise the help of modem 
facilities if the need is. Lower caste Hindu women also occasionally go to 
these doctors and hospitals. Many of them go for paramedics also (those who 
do not have proper medical degree but practice as medical doctors). 
Therefore, sometimes these paramedics are unable to handle the complicated 
cases properly and have to be taken to medical hospital (JNMC), at Aligarh, 
or to hospitals in Bulandshahar, or to some reputed private doctor in these 
cities. Lady doctors of Dibai refuse to deal in such cases as well. The most 
pathetic condition is of lower caste Muslim women. For other problems they 
may go to hospital but during pregnancy they rely only on the advice of some 
dai or hakeem, and a few on paramedics. Very few of them admitted to have 
gone to doctors for pre-natal check - ups. Those upper caste Hindu women 
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who go to doctors mostly follow their advice and are quite regular also. Neetu 
told that during her first pregnancy; when she missed her menses her mother 
in law escorted her to the lady doctor. There she was examined and to confirm 
pregnancy the urine was tested. She told that during first delivery she visited 
doctor every month very regularly. Now she has four children, the visits to 
doctor gradually declined with each pregnancy. In the later pregnancies, she 
dealt with its related problems of her own, on the basis of her past experience. 
Another woman, Sunita told that during her first pregnancy she became 
worried when she did not have menses well after due date. Reluctantly she 
told about this to her sister-in-law as she was not sure about what to do. Her 
sister-in-law told about this to her mother-in-law who advised her to go to the 
doctor's clinic. After the urine test she got the confirmed news of her 
pregnancy. Now, when the third time she did not have menses on due date, 
she tested for pregnancy using a strip at home. After being sure that it is 
positive she went for check up. 
In most of the cases it is found that highest level of care was taken during first 
pregnancy. Three women echoed the same thing though all were interviewed 
separately at different places. These serve as representative samples of those 
who follow the proper procedure. They relied on the pregnancy test to get it 
confirmed, after that they visited the doctor every month to take advice 
regarding nutrition and vaccination. During the nine months period they have 
two doses of tetanus toxin vaccine, took iron folic tablets, and checked 
haemoglobin, blood pressure, urine test for sugar every month. To solve the 
nausea problem they were advised a safe tablet which was taken once daily 
during first three months or as need arises. They were also advised to increase 
the intake of milk. A pregnant woman needs the best food available to the 
family; milk, fruits, vegetables, meat and fish (non vegetarian), eggs, grains, 
peas and beans. Salt used should be iodised. Women who do not have iodine 
in their diet are more likely to have miscarriage and risk having an infant who 
is mentally or physically disabled. In the third and eighth month they were 
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asked for ultrasound test to be done. Before the due date of delivery another 
ultrasound test was done to know the position of the foetus and capability 
with anaesthesia was also tested. Najma's foetus had breached position and 
doctor was well prepared to deal with that. Asha told that one additional test 
was conducted somewhere in third or fourth month (not sure) but was unable 
to tell, for what it was conducted. They were advised to take salt regularly. 
The doctor kept a record of the weight gain each month and check up was 
done to monitor the heartbeat and movement of foetus. Those who do not go 
to the doctors often rely on homemade medicines, herbal treatment from 
hakeem, vaidh (ayurveda practitioners), and traditional healers. Women who 
visited paramedics also got tetanus vaccine but use of iron tablets and 
haemoglobin check up was not done. 
Majority of low caste women (Hindu and Muslim) contacted dai as well as 
hakeem and vaidh. They get herbal medicines for any vaginal infections. 
Some women told that neem leafs are used for any type of skin infections. 
One woman told that she was having blisters during pregnancy and dai gave 
her safoof (herb) which cured her problem. One Muslim women also narrated 
that at the time of pregnancy dai did the internal examination and said that 
bachhadani (uterus) is not at proper place and asked to do exercises and gave 
herbal medicines also. It was cured. But in another similar case, the woman 
has developed complications and she had to consult doctor. During interviews 
I came to know about one NGO, which worked in this region for some years 
and helped women to take control over bodies and health. This NGO trained 
local women to recognise and treat common gynaecological problems. They 
also gave information regarding how to identify reproductive tract infection 
and seek the help of medical practitioner/lady doctor. It is evident in other 
studies also. NGO's are working with herbalists or traditional healers, and are 
documenting their current practices, attempting to evaluate the use, their 
acceptability among potential users and encouraging these practices when 
they work. (Shodini, 1997). 
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Prenatal care is especially important to reduce the risk of HIV transmission 
(Gabiano, 1992; Boyer, 1994). Although the use of prenatal care by Indian 
women in general increased from the mid 1980s to the mid 1990s (Mishra et 
al, 1998), a significant number of Indian women do not receive any pre-natal 
care (Surbamoorthi et al, 2004). 
I explored whether the sonography is being done to opt for the sex of the child 
or not. Only one upper caste Hindu women (on the assurance that it will not 
be told to her husband or in-laws), revealed that her first child was a girl. 
Husband and every member of the family throughout the period of pregnancy 
reminded her that she has to give birth to a son. At that time they were not 
aware about the sex detection technique. She often feared what will happen if 
she could not fulfil their wishes. Her fears came true and after the delivery, 
proper care was not taken. Family member were very angry with her. After 
two years, during her second pregnancy her husband brought her to the 
private hospital and got the ultrasound done. After knowing that it is a girl 
child he became very upset and told her "yeh bachha nahi ho sakta" (this 
child should not be bom). She resisted but than gave up against the pressure 
of others and reluctantly agreed. Her mother-in-law arranged for the abortion 
at a clinic and got it cleaned. Next time it was a male child and finally her 
woes ended. Now she has one daughter and three sons. This was directly 
disclosed by a pregnant woman, but also when I interviewed some lady 
doctors (and only when I gave them full assurance that there identity will not 
be disclosed), they told that this kind of practice persists here. Not only the 
women of the town come but women of other villages (near Dibai) also come 
especially for detection of the sex. 
Ironically, the right for safe motherhood and pre-natal care becomes 
counterproductive in some cases. As narrated by Ramsakhi, the vaccine 
injected for prevention for tetanus created havoc in their lives. Her ^ daughter 
in law was pregnant of three months when they consulted a medical -
representative (MR) at the local hospital, as doctor was not available there. 
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The MR used the infected syringe and the body part where vaccine was 
injected started swelling. Within 2-3 days, that part was filled with pus and 
the whole body was swollen. Complications started internally also and 
ultimately she had an abortion. Belonging to a poor family, they borrowed for 
treatment but there was no progress. This incident happened a few years back. 
The woman has become very weak and could not conceive again. In some 
other cases also the dubious role of midwifes and ill educated medical 
representative came to surface. 
Several studies in India have shown that unqualified or indigenous medicine 
practitioners practice allopathic system of medicine (Mewmann et al, 1967, 
Bhatia et al 1975). Patients from rural areas or small towns are not able to 
make a distinction between qualified and unqualified practitioners (Pachauri, 
1999) and this results in the form of reproductive health related problem. 
5.2.2 Attitude and behaviour of others towaiids pregnant women 
During my study, I came to know that in majority of Muslim cases the women 
remained at their in-laws house and do not go to their mother's house. Jeffery 
et al (1993) shows that in both the predominantly low and middle caste Hindu 
women in the rural Uttar Pradesh, which they studied in the early 1980s, 
woman remained in their in-laws houses throughout their pregnancy and 
confinement. In these villages there were no rituals to celebrate the pregnancy 
and pregnancy itself was viewed as a shameful matter. Tulsi Patel's (1994) 
study in a rural Rajasthan's Hindu village provides a different picture. The 
common practice in this village is for the pregnant woman to return to her 
parent's house for her first confinement. 
In Dibai, the common practice followed by Muslims is that, the first delivery 
must take place at sasuraal (husband's or in-laws house). In Hindus women 
go to their parents' house. In many cases women revealed hesitatingly that the 
financial burden was generally bom by their parent's side. Otherwise also, 
there is the custom of sending cloths, foods, jewellery, and other articles. 
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according to the status, just after the daughter's delivery. And many times the 
in-laws also create a lot of fuss regarding these gifts. In a few cases the would 
be mothers went to their parent's house (Raathis and Aggarwals), for the 
simple reason that their parental place had better facilities for the delivery. 
Questions were asked, regarding the nature of household work in which 
women have to be involved during the entire period. Barring exceptions 
where they were advised bed rest for a long period; most of the women 
admitted to have done work in the kitchen and did household chores. 
Contrary to this, a few incidents were narrated where in-laws helped a lot 
throughout the gestation period. Najma (sheikh) told that her mother in-law is 
very kind and considerate. She looked after Najma just like a mother. Her 
unmarried sister-in-law also helped her in all household work. 
Another case as told by Kamlesh , pinpoints the pathetic condition of women 
(daughter-in-laws) in some families, where they are treated poorly. Kamlesh 
was only sixteen years old when she got married twenty-three years ago. And 
eight years after marriage, her husband expired. He was sanaf{go\di smith) 
by caste and by profession also. She is a high school pass. Kamlesh had a sad 
story to tell. After marriage she lived in a joint family. Her mother-in-law 
treated her badly and used unkind and abusive language. When, she was 
pregnant she was required to do all the household work. At the time of 
pregnancy she was having a lot of problems. She had three abortions. During 
pregnancy she had bleeding in the fourth month, and she was under treatment 
by a lady doctor. But her mother-in-law would not allow her to go to the 
doctor. Her mother-in-law even did not wanted her to have a child and made 
her work like a servant. Just three days after delivery, "I had wet cleaned the 
floors and put threads in the quilts", she said. She found no support from her 
husband as well who was a drunkard. 
After her husband's death, she was thrown out of the house and stayed with 
her parents for two years. Presently she is teaching in a private school and 
thus supporting herself and her boy. Though her parents are well off, she 
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does not believe in taking any financial help from them as 'I have no right 
over their money now' she said. 
The practice of returning to the natal home for the birth may well play a 
protective role in the timely health seeking among pregnant adolescents. The 
attentions she can demand and obtain at the natal home are quite different 
from the care she can obtain in her husband's home (Basu 1995). A control 
study in Maharastra showed for example, that young women who delivered in 
their parental homes were significantly less likely to die than women who 
delivered in their husband's home. The study concludes that young women 
delivering in their natal home are far better equipped to express the 
experience of danger signal, and families are far more likely to respond in a 
timely fashion, than among women delivering in husband's home. Their 
families may be more likely to make timely health interventions in their 
daughters and sisters and to incur expenses to save their lives, than their 
daughter-in-laws and wives (Ganatra, Coyaji and Rao 1998). In short, because 
of the value placed on the one hand and the practice of returning home for the 
first delivery on the other, pregnant adolescent appear to overcome the 
powerlessness married adolescents face in their husband's home with regard 
to fertility related care seeking. 
Different accounts reveal that nothing can be said conclusively regarding the 
attitude of the in-laws towards the pregnant woman. It is the nature of the 
individual, which determines the attitude and behaviour rather than religion, 
caste or class. 
5.3 Practices and Methods during Childbirth 
Safe motherhood demands that women must be aware of the places where 
safe deliveries take place and the helping hands, which are able to manage the 
complications, if any, during, or after pregnancy. Hospitals or private nursing 
homes are safer than home to conduct deliveries. It has become evident 
during the study that the trend to utilise modem facilities with respect to 
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childbirth is increasing in Dibai. Still there is gap among different categories 
regarding the choice of place for childbirth. In Dibai area I found that Hindu 
women are more progressive to adopt the modem facilities about delivery in 
comparison to Muslims. But some exceptions are also found there. A sheikh 
woman told that she is lucky enough to have an educated sasural and 
everyone has a modem and progressive approach to deal with situations. 
Though she is married for 10 years only but has heard that her husband's 
chachi (aunt-in-law) delivered her first child in the govemment hospital some 
30 years back (at that time there was no private nursing homes and very few 
deliveries held in the hospital). The general trend was to deliver babies at 
home. In her case, both her deliveries happened in Aligarh. Her mother in law 
bore the entire cost associated with (caesarean in this case) deliveries and 
room was booked in advance in every case. 
This case being an exception cannot be generalised. Two other upper caste 
Muslim women told that their deliveries took place in the doctor's clinic. In 
all other cases deliveries conducted at home are the norms. Muslims are very 
conservative in this matter. Upper caste Muslims call hospital trained 
midwifes (not local dai) nowadays to perform deliveries but prefer it to be 
within their home. Lower caste Muslims prefers local dais . All the samples 
of upper caste Hindu women told that from last twenty years or so, they are 
preferring hospitals and clinics rather than home. 
Discussion on the care and methods used during deliveries. 
5.3.1 Practices and methods during deliveries 
It is often reported that women in western countries have been stmggling for 
several decades against what is now widely viewed as the unnecessary and 
excessive medicalisation of child birth. The move to a less interventionist 
model for childbirth has been a genuine gain for many women in the west 
(Martin, 1987; Oakley, 1986), though there is a real risk associated with the 
process of natural childbirth. Within the context of childbirth, there is an 
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assumption that as births become increasingly biomedicalised, women will 
put faith exclusively in the powers of medicine to ensure the well-being of 
mother and child and come to rely less and less on religious faith and ritual 
(Hollen, 2003). 
World Health Organisations (WHO, 1992) policy for some years has 
emphasised on working through traditional birth attendants (TBAs) as the best 
path to improve the level of maternal and child mortality and illness in much 
of the third world. Keeping these developments in mind, I explored the 
practices associated with delivery, that is, how and where it is conducted and 
whether the concept of hygiene is important to those who attend the 
childbirth. In this section I present the pattern related to deliveries which vary 
according to the religion or caste. I found that the concept of natural childbirth 
adopted in the western world can not be appreciated here, as many of the 
births take place naturally but in such an unhygienic condition that it is better 
to have medical interventions. The information solicited during interviews is 
given in Table 5.2 and Chart 5.2. 
Description of delivery conducted at hospital is narrated by one Hindu 
woman, which is a good representation of such cases. Archna, upper caste 
Hindu woman, had four children. She described the development during third 
pregnancy. "In the last, tenth month of my pregnancy in the morning my 
water bag burst. I did not have much idea and used cotton to protect my 
clothes. It had not happened like this for earlier two deliveries. There was a 
little pain. I felt relieved as my abdomen felt lighter. It happened because the 
water came out. My mother- in-law was out of town so I did not tell about this 
to anyone. But after sunset the pain increased. By the time my husband had 
returned from his shop, I told him about this and he took me to the nursing 
home immediately. When we reached the hospital it was late night. The 
doctor said that the baby would be bom after three -four hours. The doctor 
scolded me for being so late. The aayah cleaned me and gave me an enema 
and sent me to the labour room. During delivery nurse asked me to lie on the 
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table and tied my ankles with a belt to the side of the table. I gave birth to a 
male child. After delivery I stayed there for a day". The position which 
Archna described is known as lithotomic. The lithotomic position, in which 
the birthing woman lies flat on her back with her knees bent up and her feet 
flat on the delivery table, has become routine in most hospitals. This position 
is preferred by many doctors since it gives them greater ease of access to the 
baby. However, this position makes labour more difficult for the mother since 
it weakens and slows contractions and requires the mother to push the baby 
out without the aid of gravity. It also decreases the supply of oxygen to the 
foetus (Jordan, 1993). 
Earlier there was a ladies hospital in Dibai with the facility to deal with 
complicated cases. Nurses, midwifes, lady doctor (MBBS, MD) were 
appointed. They used to stay in the hospital quarters. Due to lack of decent 
standard of living and social life, MBBS doctors refiised to be appointed in 
such a small town. Therefore the facilities as well as condition of the hospital 
deteriorated and it ceased fiinctioning. Recently, in late nineties primary 
health centre has been established in Dibai. It is dedicated to the needs of both 
males and females. A lady doctor (BUMS) is also appointed who comes on 
duty daily from Aligarh and leaves in the evening. So the earlier twenty four 
hours facility for delivery is not available now. Private nursing homes fulfill 
this need for the locals. 'Ashas' - a heath representative under mother care 
scheme, also work in this area. 
5.3.2 Process of delivery and childbirth 
I explored the questions like when and where the baby was bom and who 
assisted with the delivery, the experiences while having a labour pain and 
during childbirth, whether pains were normal or induced, body position 
during childbirth, who cut the umbilical cord, the feeling after delivery etc. To 
begin with, I present selected cases having special incidents and then a 
general description is provided. The way in which childbirth is managed in 
the two religions and in different castes is distinctive, each having special 
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features. Births taking place in hospitals follow common medical practices 
regarding the process of delivery though Muslims rarely go for this option. 
Variations are found among those cases where childbirth takes place at 
homes. 
Table 5.2: Maternal Health (Maternity Care) 
Mothers who had approximately 3 ante-
natal care 
Mothers who consumed IFA for 90 
days when they were pregnant 
Births attended by doctors/nurses/ other 
health workers 
Mothers who received post-natal care 
from doctor/ nurses/ other health 
workers approximately within 20 days 
of delivery 
UCH 
90% 
95% 
95% 
95% 
UCM 
85% 
70% 
5% 
2-3% 
LCH 
65% 
60% 
30% 
20% 
LCM 
20% 
20% 
2% 
1% 
Source: Interviews 
UCH Upper Caste Hindus 
UCM Upper Caste Muslims 
LCH Lower Caste Hindus 
LCM Lower Caste Muslims 
Chart 5.2: Maternal Health (Maternity Care) 
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The experiences recounted by Khadeeja, a teli Muslim woman can be a 
representative case of some lower caste Muslims such as teli, dhobi, 
bhatiyara, quraishi or kasai. She told that she started feeling very 
uncomfortable as the eight month approached (though earlier also she was not 
ver>' comfortable) and it became very prominent. She lives in a big joint 
family (which is a general pattern in most of the cases) with father and 
mother-in-law and five brothers and one sister -in-law. Her husband is at 
number seven out of eight brothers and one sister. Two brothers live in 
separate houses in another mohalla (locality) and others with their families in 
their ancestral house which is not big enough. One oihQxjeth (elder brother-
in-law) has five daughters and four sons (eldest daughter is married off). Two 
young brothers-in-law are unmarried. She used to do all the household work 
with her sisters-in-law and covered a big dupatta (scarf / veil) to hide her. 
Most of the time during her pregnancy she remained in her sasural, because 
her mother-in-law warned her not to travel as it may terminate the pregnancy, 
"s<3/flr mein dhakkey lagtey hai" (in travelling there is lots of pushing and 
shoving). She recounted the experiences of her first pregnancy that for three 
to four months she had nausea feeling and vomiting. Then three months were 
somewhat better and again after seventh month it became very difficult to 
move. She gained 15 kg weight and her legs were swollen. In this difficult 
condition mother-in-law (who was considerate enough) advised her to do 
"garm pani aur sendha namak ki sikai" (message of hot water with salt). 
After completing household work at night, she used to fill the tub and put 
some salt in it and would put both her legs in it for some dme. She felt better 
after the massage. She ftarther told that a dai used to visit every month or 
whenever she had any problem. After nine months of her pregnancy the dai 
told that, 'you have to wait for another ten-twelve days'. Her in-laws or 
husband did not take her to the doctor as it was not the trend in this family. A 
few days after the ninth month she felt pain in her stomach. After bearing it 
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for some time she told about this it her mother-in-law. She being an 
experienced lady asked her to rest in a room which is in one comer of the 
house. All the previous deliveries had taken place in that particular room only. 
She laid down there on the bed and then her sister-in-law also came to talk to 
her and started offering prayer. Her mother-in-law sent for the dai who lived 
near by. The dai came immediately and examined Khadeeja. Dai asked her to 
walk in the room. She gave a tablet to eat with lukewarm water. On the basis 
of the position of the child, the dai told to wait for some time. She left and 
asked her mother-in-law to call when the pains become severe. In this state 
Khadeeja remained in for eleven hours. The pains started at around nine at 
night and she remained in this state for the whole night, crying with pain. Her 
mother-in-law and sister-in-law consoled her throughout night. In the morning 
at seven they sent for the dai again, this time she came with some instruments. 
She again gave her a tablet. By now the pains had become unbearable and 
she started shouting and crying. Dai asked her to stand up and walk. But it 
was very difficult. At this point I asked Khadeeja, whether the tablet, were 
given to increase pains? Khadeeja replied that at that time she had no idea but 
now after three deliveries she is sure that tablet helped in inducing pain. (She 
told that in her last (fifth) delivery, she was attended by a nurse, she would 
give her some medicines which relaxes, and dilates inner walls of vagina and 
increase contractions. With this the passage becomes clear for the baby to 
come out and the baby pushes downward). 
The dai told her with conviction that, "a baby is bom when the pains are 
strong and without pain how will you deliver the baby? Women are 
constmcted as having inner strength due to their ability to withstand the pain 
of childbirth." Muslims believe that after the delivery the woman becomes as 
pious as new bom baby and all her gunaah (sins) are washed away and it is a 
gift from 'Allah' to the mother. 
After some time dai started massaging the stomach and pushing the baby 
down and asked her to put in efforts. After an hour or so baby came out with a 
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thud and she felt as a great burden has been removed and felt relaxed. It 
seems that for a few seconds she became unconscious but again gained 
consciousnesses. After delivering the child dai started pulling ^ naaV 
(umbilical cord) and when it came out she cut it with a razor and tied the 
baby's cord with thread. Dai gave a bath to the child (a baby girl) and handed 
over the child to her mother-in-law. {Khadeeja narrated one instance of her 
third delivery. During her third delivery every thing happened so fast that they 
could not arrange for razor and nothing was there to cut the cord. Then the dai 
broke a glass cup and with that cut the cord. She said that women delivering 
at home should refrain from shouting out loudly because men in nearby 
houses might hear the screams and moans and that would be embarrassing or 
unseemly. 
I asked whether she was afraid that something may go wrong (like breach 
child, cord around child's neck, no heart beat, no movement etc.) and that she 
or the baby may die. Khadeeja said at that particular time she was not 
thinking about all this but she is aware of few cases where the same dai 
could not deliver the baby due to complications and mother or child or both 
died. But nothing can be done to avoid such mishappening as her family is 
orthodox and conservative. 
They even can not think about hospitals for delivery. Khadeeja's case is a 
good example of the dai's helplessness in difficuh situations. Though, 
through experience they gain enough knowledge to deal with simple delivery 
cases, they are uncomfortable with complicated deliveries. In such a situation 
they have to wait. At the last moment if everything is not well or dai finds it 
difficult to deliver she asks the woman to be take to the hospital or call a 
doctor. She does this (i) because she feels unable to tackle the situation; or 
perhaps more importantly (ii) because she does not want to be responsible for 
any mishap or to ruin her reputation by being involved in a problem delivery 
which may lead to the death of the birthing mother and/or the baby. 
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The umbilical cord is also known as the 'road' between mother and child. The 
road indicates more than a path for physical transportation, however, it is also 
the metaphor for relatedness ( Merrett, 1992). Vital substance flows from the 
mother to the unborn child along this path and the cord is the source of life for 
an infant. The importance of this is recognized by elderly women by 
conveying that the cord should never be cut before it stops pulsating or while 
it has life. The substance which flows from mother to child comprises the 
food a woman eats, but it also conveys aspects of identity to the unborn (Li 
puma, 1988; Meigs, 1988; Strathem,1972; Weiner,1982). An infant relies 
totally on his or her mother for life and, until the cord is cut and tied, remains 
physically attached to his or her mother. This connection binds the child with 
mother. After delivery, the form of this link remains through direct 
consumption of mother's substance or breast milk (Merrett, 1992). 
I found that the pattern followed in a childbirth in most of the cases, is far 
from satisfactory. In the descriptions given by different women some 
common features emerged; like lack of hygiene, lack of proper knowledge 
about complicated deliveries, lack of use of medical services, use of taaviz 
(amulet) etc. More or less the same process is followed in the Muslim 
community with respect to deliveries. Irrespective of the caste or class and 
education, Muslim families prefer to deliver birth at home. Only variations lie 
with the availability and use of the attendants, whether it is a dai, midwife or 
a trained nurse. Earlier only dai used to help in the process but nowadays 
midwife or nurse may also be called according to the status of the family. 
Very poor families still rely on a dai ( local midwife) or they manage it 
themselves also. In very poor families dai or mehtrani (sweepress) is called 
for cutting the cord only, as it is considered such a mean thing that the family 
members can not perform themselves. It is a paradox that Muslims in Dibai 
do not want pregnancy to take place in the clinic or hospital though in critical 
situations they go to nearby cities. Another important feature is that the 
daughters or daughter-in-law of the same families, who live outside Dibai 
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(some other town or city) choose hospitals for deliveries. Thus it can be 
argued that Muslims in Dibai have developed a culture where to conduct 
deliveries in the hospital is considered inappropriate. 
Kalpana Ram's (1998) research on childbirth in the southern regions of Tamil 
Nadu suggests that women here were critical of biomedicalized birth. Ram 
argues that most women preferred to give birth at home with a midwife, partly 
because they wanted to avoid the condescending attitudes of the hospital staff. 
In other interviews with Muslim women more or less the same description 
was given. Slight variations were also found. In one case, woman told that 
when she was having pain and the child was not moving down, the dai put her 
hand in the coconut oil and tried to widen the opening of vagina. She was not 
given any tablet but some safoof (herbal medicine) instead. She placed 
another hand on the stomach and put pressure downward so that child gets the 
right position and comes out easily. It seemed that the child's head was stuck 
and dai was facing problem in delivering the baby. 
Another woman told that due to severe and long labour pains, her breathing 
slowed down and she started having hiccups. All the family members became 
extremely concerned and worried. Her sister-in-law started crying and praying 
to Allah for safe delivery. 
One woman told that she has a great faith in one maulana (Muslim priest). He 
gave her taaviz and asked to tie it on her thigh after the labour pain starts so 
that the 'normal' delivery takes place. She followed the advice and she did not 
have much problem during childbirth. Some women told that their female 
relatives brought aab-e-zam zam (holy water of Mecca) during pains and 
asked them to drink. 
Starting at the beginning of the last month of pregnancy, some women I met, 
took a mild diluted homemade herbal powder every night just before going to 
sleep. Most people made this herbal powder by boiling ground dried ginger 
and jiggery in water and drinking the mixture while it was warm. Others made 
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it by mixing various ingredients - dried ginger, juggery, cumin, anise, black 
coriander seeds- and eat this powder every night. These mild herbal powder 
were said to enable the pregnant women to pass urine easily and to help bring 
on labour pains gradually. Many people also give barley water to facilitate 
urination during pregnancy. This is viewed as an antidote to edema. Most 
commonly, this powder is taken once the women had the first inkling that the 
real pains had begun. Although the ingredients were same, these were far less 
diluted and were expected to have immediate, dramatic results. Dried ginger 
is the most important ingredient, and at times it is made into paste and 
consumed plain for extra potency. In addition to the ingredients already 
mentioned, some people include pepper, drumstick leaves, and coconut. This 
powder helps in determining whether or not the pains which the woman is 
experiencing are genuine labour pains. If the pains increase in intensity and 
frequency after the woman consumed this herbal powder, it means that they 
are real labour pains, and credited with speeding up the contractions. If, 
however, the pains subsided, after the woman took the herbal powder, then 
the pains are said to have been caused by indigestion and gas, as ginger is 
effective in indigestion. Arandi ka tel (castor oil), tea mixed with ginger and 
cloves, and hot water is also consumed to increase labour pam. 
A lower caste Muslim woman, who had eleven live births during last 
seventeen years told me that "I can't work during pregnancy. I get swelling. I 
also have nausea for five to six months and cannot eat a thing. I do not go to 
hospital for births, all my deliveries occurred at home. I know some good 
tricks. As I feel that delivery time is approaching, I drink some coconut oil 
and lie down. This grease makes the delivery easy and the child comes out 
easily". I enquired that from did she got this idea, and she said 
that someone told this to her. She further added that, "though earlier some 
helping hands like my mother-in-law or dai used to be with me and helped in 
cutting the cord. But in last two deliveries I was alone. I asked my eldest 
daughter which is twelve years of age (presently) to bring some boiled water 
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in a tub, a knife put in it, soap and some lukewarm water to be kept on a stool 
in the room. Clothes and cotton I arranged beforehand. In last two deliveries I 
lied down and put efforts so that the child would came out easily, in each 
case. I cut the umbilical cord with knife and tied it with thread after doing all 
the cleaning myself and after giving bath to baby, I called my daughter to take 
the child away. After taking rest for an hour or so I breastfeed the child." 
Amazed after hearing all this I wondered how possibly could she have 
managed all this. Childbirth is the most painfiil and difficult form of labour. 
While some women locate the pain of birth deep inside the pelvic region, 
others do not give a specific location, indicating instead the diffiision 
throughout the body. Women say the pain of birth is so intense they lose all 
thought or awareness of who or where they are (Merrett, 1992). 
Only in one case among Muslim women, Najma (a sheikh woman) had her 
deliveries in a private hospital at Aligarh. She had caesarean deliveries. In the 
first case she did not have labour pains till the due date. She consulted the 
doctor at Dibai but the doctor asked her to wait for a few more days and even 
conducted ultrasound. But the doctor did not do anything. Around ten-eleven 
days after the due date she felt uneasiness and consulted the lady doctor again 
in Dibai. She started having bleeding and the doctor could not do much and 
advised her to be take to Aligarh. As they already had a room booked in the 
hospital, immediately they rushed to Aligarh. Doctor there asked to arrange 
for the blood and after watching her condition for sometimes, decided to 
operate. She remained in the hospital for six days and had proper medication. 
In the second time, delivery she fainted suddenly for three to four minutes and 
as soon as she got consciousness her sister-in-law took her to the hospital. 
Gynaecologist admitted her, undertook the necessary checkups and after 
observing for some time, performed the operation. 
Pollution and fear of bhoot (ghost /evil spirits) are closely related concepts. 
The use ofporapani (sanctified water), as in the two examples given, earlier, 
serves to protect mother and child against bhoot, as does the taaviz tied 
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around the baby's neck immediately after birth, as in the case of Zori's baby. 
Belief in evil spirits (also referred to as bhoot-pret oxjin) is widespread and 
certain illness are consistently explained by referring to evil spirits (bad air) in 
Bangladesh (Aziz and Maloney 1985;Blanchet 1984; M. Islam 1981, 1989; 
Mahtab 1989; Maloney et al. 1981; Rozario 1992). Women are more 
vulnerable to evil spirits than men. In particular, unmarried women, new 
brides, pregnant and postnatal women are said to be very vulnerable to the 
attack of bhoot. Hence they must try to avoid the nazar (evil or greedy eye) of 
the bhoot at all times. The times when the malevolent spirits are most active 
are high noon, sunset and midnight. Thus post-natal women, who are most 
vulnerable, must refrain from going out of the delivery room or hut at those 
times. In fact they must remain confined in their delivery room except for 
coming out to relieve themselves or perhaps to have a bath. This confinement 
lasts for a set number of days, which varies according to religion, class and 
lineage as well as the structure of the family, that is, whether it is nuclear, 
joint or extended. 
Hindus are said to be strictest in this regard; post-natal Hindu women are 
supposed to be confined for thirty days, although in practice poor Hindu 
women in nuclear families may find it difficult to follow and leave their 
delivery hut much earlier, sometimes after eight days, sometimes after fifteen 
days. It is not uncommon for Hindu husbands to cook the meals during this 
time in the absence of other female members in the family. 
On average, Muslims are said to be confined in the delivery room for five 
days in the case of a female child and six to eight days in the case of male 
child. In addition to other purification rituals their confinements come to an 
end with the shaving of the infant's hair. 
Christian women's post-natal confinement generally comes to an end with 
the baptism of the baby, which usually takes place after about fifteen days. 
Apparently, baptism used to take place between three to six days after the 
birth in the recent past. Muslim and Christians do not build separate huts for 
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delivery, but they should ideally give birth in a separate room. However, this 
is not possible in most cases; so they use the kitchen for this purpose, while 
others use one side of the main room by partitioning it with a wooden bed if 
available. 
In addition to their confinement for a certain period of time, women have to 
follow certain food restrictions during pregnancy and the post-natal period. It 
is believed that the nari (umbilical cord) of the baby remains kacha (raw) for 
some months and therefore the breastfeeding mother should be careful about 
what she eats. North Indian women are also reported to follow food 
restrictions during this time (Jeffery et al. 1989). A typical diet for post-natal 
women during the five to seven days after birth is path or achwani - made of 
grinded dry fruits, gond (gum), khash-khash (poppy seeds) and desi 
g/2ee(clarified butter) and milk. After a week or so they can start eating some 
curries without spices. However, for up to three months or till they breast feed 
they should avoid very spicy foods, curd, and rice. Most of these woman have 
had very little protein in their food intake during pregnancy, so that post-natal 
food taboos aggravate at an already existing food deficiency. 
The elaborate precautions taken in relation to pollution and bhoot, contrast 
with the lack of precautions to avoid infection and the frequent unwillingness 
to seek biomedical aid. It is not that Bangaladeshi villagers are unconcerned 
about the risk to the mother or her child. My interviews confirmed that the 
family's fear that they may loose the mother and/or the baby is very real. 
However, the dangers to the woman's life and the newborn's baby's life are 
seen to derive from pollution and the potential attack of bhoot. Thus 
miscarriages, menstrual complications, extended labour pain, stillbirth, 
haemorrhage, post-natal diarrhoea, infant's diarrhoea and tetanus are 
explained by evil spirits. The bhoot is the symbolic representation of all the 
danger of births. 
Precautions against the evil spirits are therefore seen as a central to protecting 
the mother and newly born child from illness. Confining the mother to the 
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delivery room after birth, and ensuring that she observes the food taboos 
strictly , are therefore important first line of defence. It appears women are 
becoming increasing aware that it is important to have nutritious food during 
the post-natal period (though sometime they can not afford it). In any case it 
is clear that these young women are not yet convinced that eating prohibited 
food is not going to be harmfiil for themselves or there babies. 
Other minor precautions may be taken to protect the birthing mother and the 
baby from jinn/ bhoot. Women place a piece of iron (scissor or knife) under 
the pillow of the new baby to ward-off the evil spirits. The village women 
place an old knife, old shoe or a broomstick under the mat of the birthing 
women (Bhatia et.al.l980). 
Hindu women in addition to calling on the services of the ojha (evil spirit 
dispeller), sadhu (Hindu holy man) or peer (Muslim saint), also offer puja 
(worship) to a Hindu deity, such as kali for protection against attack from the 
evil spirits. Alternatively, they will often make a mannat (vow) that if every 
thing goes well, a big puja, accompanied by a feast will be held in honour of 
the deity. 
5.3.3 Concept of induced pain 
Among Muslims, there is a notion that only fortunate women go through the 
pain and hardships of pregnancy and delivery and it washes away all their 
sins. One respondent told vehemently "baanjh aurton ka aisa naseeb kahan, 
yeh takleefto qismat walo ko milti hai" (where does a barren women, have 
such luck as to experience such pain). Another concept of "gunah se paak 
hona" (cleaned of all sins) is associated with delivery. The same women 
argued that "bacche ki paidaish ka dauran Allah aurat ke saare gunah maaf 
kar deta hai "(she becomes pious again as a new bom baby as she goes 
through a process of life and death). Another woman told that giving birth to a 
child is equivalent to performing Haj (pilgrimage to Mecca), and even those 
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women who attend to a delivering woman also get this sawab (blessings of 
Allah). 
Jeffery et al. reported that over one-third of women delivering in the North-
Indian village of Dharmnagri in 1982-1983 received such injections from 
private male nurses. Jordan's Yucatan study also showed that Mayan 
midwives were using B12 injections to induce labour at home. 
This case provides a clear example of how people in Dibai employ multiple 
techniques to attempt to speed up labour. It is particularly interesting to find 
(as discussed earlier) the tensions which sometimes arise between allopathic 
and non allopathic approaches to managing birth. There are serious risks with 
using allopathic drugs to induce labour without immediate access to 
emergency care. The risk includes uterine rupture and decreased oxygen 
supply to the baby (Davis-Floyd, 1992). Kitzinger (1991) explains that 
extremely powerful contractions such as those induced by oxytocin drugs, 
"are likely to interfere with the blood flow through the uterus and so cause 
foetal distress". If the cervix is not "ripe" and ready for labour and oxytocin is 
administered, the uterus may not respond to the hormones and it may then be 
necessary to proceed with a caesarean. Furthermore, Kitzinger writes that if 
labour is induced, it is critical to monitor contractions using an electro-foetal 
monitor. Such technology cannot be used in home deliveries in Dibai. Davis-
Floyd also points out that these drugs are strong antidiuretics and when given 
with IV fluids to fasting women, they 'can result in water intoxication, which 
itself heightens the woman's risk of pulmonary edema in those rare cases of 
gastric aspiration. 
5.4 Attitude related to Breast Feeding 
Facts for life, (a publication of UNICEF & WHO, 2002), brings out the 
importance of breast feeding and its positive impact on the child's health. 
Babies who are breastfed are better nourished than those who are fed other 
drinks and foods. As a matter of fact if all the babies were fed only breast 
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milk for the first six months of life, the lives of an estimated 1.5 milUon 
infants would be saved every year and the health and development of millions 
of others would be greatly improved. 
This information regarding the importance of breastfeeding led the researcher 
to enquire about the attitude, pattern, scheduling etc towards breastfeeding the 
child. In all the case studies collected I tried to explore various dimensions 
related to it. It has been found that whether to breastfeed or not is not an issue 
among the Muslim as well as Hindu women of Dibai town. All agreed that 
they breastfed their child and there is no hesitation regarding this. They even 
were amused to know that it is a great issue and many women in modem 
cities do not follow this practice due to one or other reasons. They raised and 
mocked the idea that breast feeding affects the figure of the women. 
A well educated sheikh woman Najma said that "breast milk is the only food 
and drink an infant needs for first six months. No other food or drink, not 
even water, is usually needed during this period". She said that as she had 
caesareans deliveries she was not clear about breastfeeding in such cases but 
her doctor emphasized the need of breast milk. She said that newborn babies 
should be kept close to their mothers and should begin breastfeeding within 
one hour of birth. As after the delivery she was under the impact of 
anesthesia, her doctors fed the baby with bottle. She has got stitches and was 
unable to move or sit for two days, she didn't breastfed her child. But after 
that she relied on this and continued the practice till her son became two years 
old. Najma ftirther informed that in Islam it is prohibited to breastfed the 
child after two years of age, therefore, she reduced the frequency after 1 Vi 
years by that time the child was well on the solid diet. Though she continued 
to breastfed the child for two years but simultaneously gave the formula feed 
also. She was sometimes not producing enough milk so she started giving 
formula feed and cow's milk after nearly three months. Thus we find a 
contradiction between her attitude towards breastfeeding and the behaviour 
she has shown. She understands the importance of this but due to certain 
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constraints she relied on additional liquid diet also. At the time of the birth of 
her girl (second child) she was teaching in a college and used to cover around 
25km daily. In that case she gave bottle to her child. She emphasized that she 
took care of the cleanliness up to the highest level. She used to keep 5 or 6 
bottles and after every feed the bottle was boiled and sterilized properly. She 
took care that formula milk is not kept for more than 30 minutes. Fresh milk 
was prepared as and when the child required the feed. 
For women working in the organised sector, the government of India has a 
highly progressive Maternity Benefit Act of 1961, that established legal paid 
maternity leave for women who had been working for a particular employer 
for at least 160 days prior to delivery. This act provides women with up to 
three months paid leave following delivery if they work for the government or 
for a company which is large enough to have a worker's insurance scheme. 
The act also stipulates that employers must allow women "nursing breaks" at 
least two times daily. Young babies, of course, needs to be nursed more 
frequently than that. A more significant problem, however, is the fact that 
many women working in the organized sector work far away from home that 
such "nursing breaks" are not feasible. In 1995 some companies were 
beginning to establish day care on their grounds to deal with this problem. 
Shabana, a lower caste woman (gaddi), has 5 children and never gave them 
bottle. Somewhere after nine or ten months (it varied in each case) she started 
giving additional food with milk, khichdi (a preparation of rice with pulse 
boiled together), kheer (sweet dish of milk and rice), daal (pulses), and 
sometime even roti (Indian bread) was given. She never had any problem of 
lack of milk. According to her "khoob doodh hota hat to kyon upar ka doodh 
bacchha ko pilayen " (when I have plenty fiill of milk in me, why should I 
give some other milk). She further explained that it helped her in keeping a 
good space between two children. Her mother-in-law as well as her own 
mother told her that "doodh pilaney se dosra bachha dair se hota hai" 
(breastfeeding delays the second child). She kept this advice to her best and 
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followed it religiously. As cited in the facts of life (2002) breast feeding can 
give women more than 98% protection against pregnancy for six months after 
giving birth but only if her menstrual period not resumed, if her baby breast 
feeds frequently day and night, and if the baby is not given any other food or 
drinks. 
A young Hindu woman named Meena told hat she has three children. The 
younger one is seven months old. She breast fed all her children. She 
explained that "maa ka doodh bacha ke liye sabse achha hai. Yeh jaldi pack 
bhijata hai aur garmiyon mein bhi bachhe kopani ki kami nahi honey deta" 
(mother's milk is most nutritious for the child. It easily gets digested and in 
summers it covers up the deficiency of water.) She further told that her sister-
in-law who lives in Aligarh gives bottle to her child and he often gets 
diarrhoea and other illness. She added that ''meri babhi dibbe ke doodh par 
bohat paisa kharcha karti hai, phir bhi bachha theek nahi rehta, doctor ke 
chhakkar alag se laganey padtai hai. "(my sister-in-law spends a great 
amount of money on tinned milk powder, but still the child does not keep well 
and she often has to take the baby to the doctor.) 
Another upper caste Hindu woman Neetu, told that she delivered the baby in 
a doctor's nursing home. Though she was feeling very weak but her doctor 
insisted for breastfeeding. Nurse helped her to feed the child by putting the 
baby in the right position and squeezed the breast. Her mother-in-law asked 
the doctor to clean the khees - the thick yellowish milk (colostrums) which 
mother produces in first few days after birth and is the perfect food for 
newborn babies. It is very nutritious and helps protect the baby against 
infections. Doctor asked her mother-in-law that not feeding colostrums to the 
child is incorrect. On being asked about the frequency of feeding, Neetu told 
that usually this gap was of two to three hours. If baby slept more than three 
hours after breastfeeding, the baby was gently awakened and offered the 
breast milk. Neetu recounted what her doctor told her. She said that breast 
milk is the baby's first immunisation. It helps to protect against diarrhoea, ear 
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and chest infections and other health problems. The protection is greatest 
when breast milk alone is given for the first six months. No other food or 
drink can provide this protection. Breastfed children get more attention and 
stimulation than those are left to feed themselves with bottles. Attention helps 
infants grow and develop and helps them feel more secure. It also creates a 
special bond between mother and child. 
In another case, when I was interviewing a lodha (lower caste Hindu) woman, 
what I observed was clearly in contrast to whatever the doctors advice. I 
found that about six or seven months old baby boy was lying on a cot. He had 
a milk bottle attached to his mouth. Flies were flying everywhere and the 
entire place was very dirty. The bottle fell down on the floor and the child 
started crying. The mother picked up the bottle and again gave it to him. I told 
her that unclean bottles and tarts can cause illness such as diarrhoea and ear 
infections. Diarrhoea can be deadly for babies. Ilhess is less likely if the 
bottles and tarts are sterilised in boiling water before each feed. I asked her 
whether she breast feed her child or not. She replied to me that this is the 
eight child and she does not produce much milk. Though she breastfeed also 
but giving bottle is very convenient. She gives buffalo's milk to her child. 
This trend of giving feeders to the children is observed in many other lower 
caste Hindu and Muslim families. I feel that they have a perception that 
giving feeder to the child raises their status in the eyes of others and therefore 
the use of feeder has become prevalent in these sections of society. K Ram 
(1998) propound that maternal milk is seen as an emanation, suffusing the 
mother's body at the very sound of her child's cry, endowing the child with 
far more than biological nourishment. 
5.5 Family Planning and Need for Contraceptives 
Rapid population growth, at times, is blamed for all social ills facing the 
human race. It has its impacts on economic development, widespread hunger 
and poverty, environmental degradation. Due to low economic development 
major section of the society does not get basic services. Reduced population 
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growth through reduced fertility rate has far reaching implications on the 
various dimensions of society and government. The availability of allocated 
government resources for health, education and welfare activities would 
improve. Thus fertility decline is a major concern and it is directly related to 
the reproductive health of the womenfolk. The transition in fertility is 
observed throughout India across wide sections of society. NFHS data has 
also revealed that the TFR has declined from 5.7 births per women in 1970-72 
to 4.5 in 1980-82 and to 3.7 in 1990-92. The TFR estimated by NFHS for the 
1990-92 periods, however, was 3.4 births per woman. Notwithstanding the 
differences in the TFR estimates of SRS and NFHS, it is certain that fertility 
in India has declined during the last 20 years by at least two births per 
woman. 
Thus it was an area of concern in the present study also and therefore I have 
made efforts to know the perception of the women in Dibai regarding the 
methods used for family planning. In the present section the analysis based on 
the interview is presented which covers the knowledge and use of various 
methods of contraception and their impact on health. 
5.5.1 Knowledge of family planning methods 
During the survey, I asked women, 'Have you heard of ways and methods 
that women and men can use to avoid pregnancy?' Nearly all the women 
responded positively. They reported that they are aware of presence of 
different ways to terminate pregnancies. When asked to name such methods 
mostly all, excluding the newly married women (of lower castes and 
uneducated) and few others, were able to mention at least one method of 
family planning. Many of them were aware of more than one method. It was 
further probed whether they are able to differentiate between traditional and 
modern methods or not. More than half of the respondents could name at least 
one modem method of contraception spontaneously - that is without 
prompting. After giving each respondent an opportunity to name family 
planning methods spontaneously, I probed by reading the name and a brief 
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description of some methods, both traditional and modem, that the women did 
not mention spontaneously. After that I asked if she has heard about these 
methods. Only a few were aware of most of the methods but nearly all, 
barring a few, acknowledged that they have heard about one or more methods. 
As I asked only if the respondent has 'heard of each method, however, a 
positive response indicates awareness of the method but not necessarily an 
understanding of how to use it correctly. Positive responses also do not 
indicate whether respondents are aware of benefits and drawbacks of using 
these methods. 
Recognition of contraceptive methods varies according to women's education 
and other socio-economic characteristic, but it does not vary as much. Nearly 
all women with more than a primary education know of at least one family 
planning method. Also, high class women in both the religions are more 
aware of the methods and aware of more methods in comparison to lower 
caste women. 
5.5.2 Trends in the use of family planning 
The interviews have revealed that contraceptive use is common in upper caste 
Hindu women. The use of modem methods namely, voluntary sterilisation, 
oral contraceptives, intrauterine devices, condoms is more, in comparison to 
the use of traditional methods. In fact, in this category the use of traditional 
method has declined. But in lower caste Hindu women the use of traditional 
methods is also prevalent and only few modem methods are used Among 
Muslim women the use of family planning methods is least. Both upper and 
lower caste Muslim women are apprehensive in using modem methods. 
Oral contraceptives are the leading modem method among the Hindu. The 
family planning policy has a special bearing on the lives of women. But it 
cannot be treated as a problem of women in isolation from their men and in 
the wider social context. In order to understand the use of family planning 
methods and their acceptance among different categories of responses, we 
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need to understand the mindset of women, their men and significant others of 
different categories. The prevalence of family planning is common in Hindu 
women in comparison to Muslim women and I think the cause lies in the 
theological traditions of Islam. 
The unwillingness to exercise family planning among majority of Muslim 
women in Dibai area is in the line of belief prevailing in Muslim population 
across different countries. It is often cited that Islam prohibits the control of 
fertility; therefore, in many Islamic states sterilisation and abortion are 
considered illegal. I found during interviews that many Muslim women 
echoed the same sentiments. They believe that it is un Islamic to control the 
birth of child by any artificial means. But if you have control on your nafss 
(will power) then it is permitted. Which means abstinence and coitus 
interruptus can be followed as a family planning method. There is a debate 
among the scholars over the issue of contraception in Islam; Maududi (1980) 
argued that family planning is condemned in Islam. Khalid (1980) pointed 
that only abstinence is mentioned in Hadith ( prophet's teaching) since no 
other methods of contraception were available at that time. Chatto (2000) 
cited that coitus interruptus is the only method of contraception allowed in the 
Islamic Texts. 
Even though the Medical Termination of Pregnancy Act, 1971 has been 
defined as 'un-Islamic' and against Islam by many Muslim scholars in India, 
there does not seem to be any legal support for considering a termination up 
to the 12' week as being 'un-Islamic'. The second provision of the MTP Act 
exceeds this limit by three weeks. Further, both medical and Islamic laws 
allow termination of pregnancy under conditions of severe threat to the life of 
the mother or the child. Neither of the two laws considers it to be the method 
of the first choice. The limit of the seventeenth week was fixed by the Hana'fi 
(a Muslim sect) jurists, though it is not mentioned in the Quran or the hadith 
(Chattoo, 2000). 
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Though believing that terminating the pregnancy is un Islamic, the Muslim 
women in this area are exposed to the family planning programmes through 
health centre and the NGO which is working in Dibai. They are also exposed 
to the concept through mass media specially by radio and television. At the 
same time it seems that they appreciate the benefits of family planning and try 
to use those methods which are not very prominent and can be used in the 
privacy. 
5.5.3 Characteristic of contraceptive users 
Education: In most cases the better educated women is, she is more likely to 
use family planning. Women with primary education use contraceptives than 
women with no education but not as likely as women with the secondary 
education or more education. I found that upper caste women in both Hindus 
and Muslims are better educated than low caste women. 
Urbanization and industrialization might cause a decline in fertility but a more 
relevant factor associated with health improvement is education because by 
and large education changes attitudes and outlook whereas urbanization and 
industrialization might improve the economic status of women (Desai and 
Krishnraj, 1987). 
Woman's Age: The use of contraceptives for family planning is lowest 
among young women, reaches a peak among women in thirties, and decline 
among older women. This pattern reflects the desire for child bearing among 
young women, then growing interest at first spacing and later ending with 
child birth. Once the desired size and sex composition of the family is 
achieved, and as the couple grow older, the women can exercise their will 
more freely in such matters. Some of the young women narrated that they 
wanted to adopt family planning due to ill health but it was opposed by their 
husband and mother in-law (the role of other male family members is 
restricted on these matters and is still considered taboo in Dibai area). The 
cases where the women due to ill health wanted to take precautionary 
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measures after marriage were coerced by husband and others to bear at least 
one child within the first year of marriage, as it is of umpteen importance. Das 
(1988) also discussed that elderly women share patriarchal authority with men 
and, in fact can be seen to be acting as patriarchs. Though in the survey it has 
also been found that a few women started using these methods just after 
marriage and have updated information regarding the availability, benefits 
and drawbacks of using any of the method. Quite strangely, contradictory to 
the prevalent belief among Muslims, a newly married Muslim young woman 
Zeba of 25 years of age (post graduate) told that presently she is using oral 
pills with the consent of her husband but without the knowledge of in-laws. 
She said that I want to enjoy life and after the child it will put restrictions on 
my free movement in social circle. She also wants to pursue her studies 
further. She goes for check up routinely to the gynaecologist and takes advice 
regarding the continuation of pills. Zeba's case shows that in upper caste 
educated Muslim women the perception regarding family planning is 
changing and they also welcome the modem methods to make their life 
happy. At the same time it shows that the new generation goes against the 
prevalent customary norms. Though the educated husbands are understanding 
and encourage using family planning methods but in-laws do not favour it 
especially during early period of family life. Zeba fears that her mother-in-
law should not know about this as she asks very frequently, but indirectly that 
'der kyon ho rahi hai' (why is it getting late?) and she also took her for check 
up. 
Number of Children: Estimates of potential demand for family planning are 
based on the responses to questions about women's reproductive intentions 
vis-a-vis number of children. I asked women 'whether they prefer to have or 
not any more children'. If they do not want to have more children then 
whether they follow any birth control measure or not. I found that the use of 
contraception increases with the number of children a woman has up to the 
third to fourth child. Many women who have reached their desired family size 
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seek to stop having more children. In lower caste Hindu and Muslim women 
category, majority of the women with many children do not use contraception 
because they want to have large families also, many women with more 
children are older and may not be using contraception for reasons associated 
with their age. 
During interviews Munni mehatrani (sweepress) told that she has four 
daughters and two sons. She narrated that she had consecutive births of 4 
daughters in the hope of son. After deliveries she started having problems, 
'khoon ki kami ho gayi' ( got anaemic), 'kamar mein dard aur chakkar aane 
lage' (backache and giddiness problem started). She was not cared adequately 
by her mother-in-law and was not given proper and enough food to eat as she 
was bearing girls only. Her husband cared for her and occasionally would 
brings delicacies to eat but her mother-in-law resented it and always created 
ftiss. She treated her like banduwa mazdoor (bonded labour) and created 
problem for her. The mother-in-law used to say that she is as good as hanjh 
(barren woman), 'ek diya nahijala saki' (cannot light a lamp i.e. give birth to 
a boy). During the course of giving birth to girls, Munni pleaded to get 
operated. But at that period one of his neighbours suggested her local 
medicine for delivering the male child. She was saying that 'men padosan ne 
mujko sahpalat ki dawa dijiske bad mujhko ladka hua' (my neighbour gave 
me a local medicine for gender turn around, after taking which I gave birth to 
a boy). After that she delivered two male children consecutively. Again she 
wanted to get operated but their father-in-law insisted that, 'ek ladka aur bona 
chahiye' (there should be one more boy). Munni and her husband tried again, 
she conceived again but after some time miscarriage occurred. At present she 
is having reproductive health related problem but nothing much can be done. 
Thus the entire discussion reflects the knowledge and demand for family 
planning method but always these are not used. Estimates of potential demand 
for family planning are based on the responses to questions about women's 
reproductive intentions vis-a-vis number of children 
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Caste Differences: I also found that the caste plays an important role in using 
or not using any contraceptive. The discussion revealed that upper caste 
women are more likely to use contraception specially the modem methods 
than lower caste women. This applies to Hindu as well as Muslim women 
though the use of contraception is relatively low among overall Muslim 
women. There are several reasons that upper caste couples are more likely 
than low caste couples to use contraception. They are educated and have 
'modem attitudes' that includes wanting smaller families; it is more expensive 
to raise children at a desired status; and also have less need for children's 
labour. 
5.5.4 Trends in use of contraceptives 
Sterilisation is the method about which the women of even lower castes are 
aware, but not about other modem methods of contraception. Sometimes they 
are not aware and sometimes they do not have access to them due to restricted 
socio-economic conditions. The following narrated episode reflects the 
positive attitudes towards family planning, whether it is arising out of need or 
out of choice. 
Saniosh, a lower caste woman has five children, two daughters and three 
sons. After facing a lot of problems during deliveries she decided to adopt any 
suitable family planning method. Doctor advised her for operation, and 
without informing anybody in the house she adopted the method of 
sterilisation. But at present she is facing a lot of problems. She is having 
urinary tract infection, and thus is not happy after adopting this method. 
On the other hand, another women named Jameela (upper caste Muslim) 
woman having three daughters and three sons), showed entire different 
attitude regarding family planning. She did not face any problem during first 
delivery but the second was not so easy. During second delivery she often 
visited 'midwife' but never took proper medicines and nutrition. When she 
became pregnant the third time, keeping in mind the problems faced in 
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previous delivery, she consulted the lady doctor. The third child was bom in 
the hospital as it was a breach pregnancy (at the last moment family members 
took her to Aligarh). She said "'bachha ulta tha" (child was in wrong 
position). Next time Jameela faced a lot of reproductive health problems. 
Then she gave birth to twins and her health has deteriorated further but her 
spirhs are high. According to her "bacche Allah ki dein hain" (child is a gift 
of Allah). The theory of conception does not recognise the female 
contribution in conception (Yusuf, 1938). She is not in favour of operation for 
controlling birth. According to her it is against Islam, "kya jahannum mein 
jana hai" (do I have to go to hell). She has a rigid attitude regarding 
sterilisation but is willing to take pills if these do not make her banjh (barren). 
Thus the notion of family planning and use of contraception methods is quite 
contradictory to each other. Any methods which control birth permanently is 
considered a sin and must be opposed, while those methods which control 
birth temporarily are accepted. The religions and ethical dimensions dominate 
the mind set but economic and health conditions propel to think in a different 
line also. These sentiments are discussed by Chatto (2004) also in her work 
conducted in Kashmir. She concluded that abortion and sterilization were 
perceived to be gunnah (sins) in that these acts implied an attempt to interfere 
in Allah's will and his am'l (act of creation); since conception is believed to 
be the result of Allah's will rather than merely the physiological resuh of the 
sexual act. What is important is that the more appropriate term in this context, 
is shirk (an act equivalent to polytheism in Islam), and was never used in 
speech by the women under the study. This may be explained by the fact that 
shirk has a quality of finality, which puts the subject immediately outside the 
community of Islam (Izutsu, 1995 ). Women often defined abortion as qat'l 
(homicide or infanticide), while some perceived sterilization as potential 
infanticide of all those babies who might have been sent by Allah. Those who 
had formal Islamic training were more specific by saying that each potential 
human being is after all the property of Allah. Contrary to this Freed and 
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Freed (1985) observed that majority of the couples y^ho opted for sterilisation 
said that large families were unmanageable, since it was very expensive to 
educate and raise children. Misri and Tripathi (1971) observed that many 
husbands disapprove any method of contraception. 
Thus, in other studies also, conducted in different parts of the country, the 
attitude regarding permanent method of contraception is always not positive. 
Mostly, due to economic hardships rather than willingness, in lower caste 
these methods are adopted. During my interviews I came across many 
women, mostly in the lower class Hindus and Muslims, having a curiosity 
regarding the oral pills. They wanted to know the name of any such pill which 
is economical and free from side effects. This throws light on the attitude 
regarding the acceptance of any safe and temporary method for family 
planning. Table 5.3 and Chart 5.3 show the problems faced by contraceptive 
users. 
5.6 Practice of Family Planning and use of Contraceptives 
5.6.1 Traditional methods of limiting fertility 
The issue I wanted to probe was how women of Dibai manage to limit the 
number of children? Women are quite vocal regarding this and provide 
detailed description of the methods which they follow. During the course of 
discussion it evolved that the methods which are generally followed include a 
good deal of abstinence, practice of coitus interrupts and induced abortions. 
Abstinence: Many lower caste Hindu women were of the opinion that it is 
necessary to control sexual desire as it sucks energy. Their men work hard in 
the fields or as labourer, therefore, energy must be saved. Some sexual 
abstinence for a man is considered to be good for him. As Moni Nag has put 
it, 'there is a widespread belief among Hindus that semen is a great source of 
strength for men and so men are very much concerned about loss of their 
strength through coitus (1972)'. Semen is considered to be life maintaining as 
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Table 5.3: Problems Faced by Contraceptive Users 
(N=80) 
Nature of Problems(multiple responses) 
Excessive Bleeding 
Scanty Bleeding 
Irregular Bleeding/Spotting 
Amenorrhea 
Pain 
Others 
TOTAL 
Number 
20 
10 
20 
5 
20 
5 
80 
Percentage 
25 
12.5 
25 
6.25 
25 
6.25 
100 
Source: Interviews 
Chart 5.3: Problems Faced by Contraceptive Users 
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well as life generating and in the popular belief that a man has only a limited 
store of it, each drop formed at the cost of forty (or in some versions, 
hundred) drops of his blood. So the loss of semen is believed to dilute a man's 
energies, thickens his wits, and if drained in 'excessive', may take away his 
life. (Goul,d 1969; Wayon and Gordon, 1971; Poffenberger and Poffenberger, 
1973). Tuberculosis, the principal cause of death among young adults, is often 
ascribed to sexual over-indulgence. And mothers of infants should have as 
few sexual acts as possible; in popular belief, a nursing infant may be 
imperilled, if the mother has intercourse because her breast milk may thereby 
become spoiled. (Pathare, 1969; and Poffenberger, 1973). A good many Indian 
Muslims also are concerned about excessive loss of semen (Carstairs, 1957; 
Nag 1972). On the contrary a few women were of the opinion that to fulfil the 
sexual desire does not have any impact on energy and it is the men's 
prerogative to fulfil it. 
During the discussion curtailment of frequency has been reported by women 
in their thirties. Among lower class / caste families, the houses are very small 
having only one or two rooms. Most of the members sleep in the open, 
outside the house or in the aagan (courtyard), specially during the summers. 
Among those families, a man enters a woman's room only for a specific 
purpose and for a limited stay. Usually men visit their wives late at night and 
soon return to join other family members, unseen and undetected. 
Women also told that in this region the frequency of intercourse varies with 
the seasons. Couples sleep together more often in the winters for warmth 
(Wyon and Gordon, 1971). Several studies of the monthly rate of conception 
in various parts of India conclude that the rate of conception is much higher in 
the colder months than in the hot months (Planalp 1971, Stoeckel and 
Choudhary, 1971). 
It is found that to control birth; one of the critical factors is whether a woman 
has sexual relations during the fertile 72 hours or less of her menstrual cycle. 
For this reason Pool (1972) questions the importance of the frequency factor, 
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at least on the societal level. Women narrated that to postpone or to avoid 
another pregnancy and for spacing they rely more often on periods of 
abstinence. It is followed per week or month, and the frequency is reduced. 
There is one kind of abstinence, however, that paradoxically may result in 
higher than lower fertility. It is popularly believed that a women's most fertile 
comes in the days immediately following the cessation of menstruation and 
that the rest of menstrual cycle is 'safer'. Sexual relations are forbidden 
during menstruation and almost all couples rigorously observe this taboo. But 
in a number of groups a postmenstrual taboo is also favoured. In a sample of 
women in Mysore village, 66% abstinence for at least 8 days after onset, as 
did 40% of the women in a sample fi-om a middle class of Delhi. As 
Chandrasekaran points out, with such abstinence periods 'the timmg of coitus 
appears to coincide with the days of the women's ovulation' (1952). This 
misapprehension apart, observance of the biologically signalled periods of 
abstinence has helped reduced fertility rates. 
Abstinence is followed in Muslim women also but not continuously. 
Whenever the couple becomes casual, pregnancy occurs. A common problem 
was narrated by Zareena, (lower caste) Muslim woman. She told that most of 
the women in that mohallah (locality) are like her whose husbands remain 
out of town for 3 - 4 months to sell durries (cotton mats). Whenever they 
would come back for whatever little time, they were not able to pay any 
attention to any taboo and were not able to control their desires. At that time it 
becomes very difficult for women to follow abstinence as it is an effort made 
from both sides. The same sentiments were disclosed by lower caste Hindu 
women also whose husbands are truck drivers and are out of the town for 
many days. 
The Withdrawal Technique: A method that has been very effectively used 
in some societies is coitus interrupts, involving the men's withdrawal during 
coitus before ejaculation. It remains one of the major contraceptive techniques 
other than modern methods (Bendict, 1970). In my study I found that it is also 
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a technique used occasionally among educated and wealthier than among the 
poorer and uneducated people. In Dibai region most surveyed women are 
aware of this technique but all of them do not use it or ever used it. This 
technique is used when women are not using any other method of 
contraception and husband desires to have sex. The onus of using this 
technique goes to male partner and not to women. Only a small percentage of 
men and women know of it at all (Mysore 1961), but the most likely 
circumstances is that reported from a village of Meerut district (incidentally 
Dibai also falls in this geographical belt which is very fertile). Withdrawal is 
nearly universally known there as a way of preventing conception, but, as 
with complete abstinence it is considered appropriate only for older couples 
who have married children (Marshall, 1972). 
It was also revealed that couples used this technique as an individual basis. 
Many women told that sometime they follow this or followed once but 
complete satisfaction is not derived due to this; that is why it is not followed 
regularly. Shyly a woman told that, she feels guilty as husband is unable to 
get satisfaction. One woman told that sometimes it is used but she thought 
that it is the indigenous method experimented by her only. She was surprised 
to know that it is a well known practice for family planning and used wide 
spread. She, though an educated woman, had limited knowledge about the 
contraceptives and was not much clear that what to follow regularly. 
Some Muslim women reported slight variations of this technique. Some 
women reported to take a bath and wash the vagina after coitus. One woman 
said that she put a piece of cloth soaked in mustard oil into the vagina just 
after coitus. It is found that the use of this technique is not regular and lapses 
are there. Some women use other methods also like the use of jarhi booti 
(herbs) along with this method. But those can not be considered foolproof 
method to limit pregnancy. For some these methods work and for others these 
may fail. It is noteworthy that among Muslim women those who were trying 
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to limit their fertility, many were using the traditional methods of coitus 
interrupts abstinence, and safe period. 
Induced abortion: The significance of abortion as a method of birth control 
in India has been estimated by an official body (Mandelbaum, 1974). 
Abortion was denied as any pregnancy ending before 28 weeks of gestation, 
and still birth as that of a child bom dead after more than 28 weeks (potter et 
al.l965). Natural abortion and still birth do not fall under the category of 
induced abortion. I found no upper caste Muslim woman who would admit to 
having had an induced abortion. One lower caste Muslim woman, named 
Dilshad narrated her need to go for induced abortion. She already has three 
daughters and two sons and got pregnant. Her husband was not keeping well. 
Initially she was taking Maala-D (oral pills) but this method failed. Due to her 
family problem she could not pay attention earlier. She decided to abort her 
child at the clinic. After persuading one doctor (only registered not MBBS) 
she aborted her sixth child in the fourth month of pregnancy. Later on she 
came to know that it was a male child and then she regretted a lot. After 
abortion she did not take any rest and went to work directly (he was a 
housemaid). She was a housemaid. After that Dilshad did not need to use any 
contraceptive as her husband died after few months due to tuberculosis. Thus 
we see that in those cases where oral pills become ineffective then much 
choice is not left with the women. A number of women had more than one 
induced abortion, suggesting that 'the woman who has a successfijl 
experience of the first induced abortion is more likely to go in for ftirther 
induced abortions, than the woman venturing first time' (Gandhigram, 1963). 
Quoted in population report (2000), poor women and young women often 
suffer the most mortality and morbidity from unsafe abortions. Where 
abortion is restricted, they rarely have access to safe services, and they also 
are more likely to have unintended pregnancies because they lack access to 
family planning. 
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I interviewed women regarding the methods for abortion. Vakeela, a 'daV 
told that earlier she used to introduce a stick with an irritant into the cervix 
but now a days she uses a batti (medicinal cotton thread) purchased from 
market. One woman also confirmed the use of batti which she got for R5. 30 
from the market but dai sells it for Rs. 100. Batti has to be inserted in vagina 
for 24hrs and after that menses starts. Some women use self administered oral 
medicines like gajar ka beej (carrot seeds), saunth (dried ginger), haldi 
(turmeric), radish seeds, and bhilai (herb) flowers. Pregnancy up to ten weeks 
can also be terminated by eating regularly these things. Kele kijarh (banana 
tree root) is eaten earlier for stopping conception. Women who do not want 
pregnancy start eating tibarsa gurh (a type of juggery) as soon as menses 
starts. Potions are available with midwives, dais and hakeems. Medicaments 
taken orally to act as abortifacients are usually available to women, though 
their effectiveness may be dubious. Gandhigram (1963) in his study found 
that the most common method, used in 21 of 32 instances, was 'by directly 
introducing a stick with an irritant into the cervix, carried out by a barber 
midwife.' Three abortions were said to have been accomplished by taking 
medicines obtained from 'homeopathic and native doctor's; eight abortions 
were attributed to 'self-administered oral medicines like papaya, juggery, etc' 
The use of thin stick by a midwife has also been noted from villagers near 
Baroda and the west Bengal (Poffenberger 1969; Nag 1962). 
Ayurvedic system of medicine has such medicines in their repertoire. A brief 
account of contraceptive prescriptions in the ayurvedic literature also contains 
valuable prescriptions for abortion which are simple, non-toxic, and do not 
have harmfiil after affects (Prakash 1967). Others who may provide potions 
for the purpose are local hakeems and vaidhs, midwives, and even an 
occasional priest. 
ft is a cause of concern that many indigenous methods are not worthy of use 
and may lead to problems like infertility, or sometimes may lead to death 
also. Deaths related to unsafe abortion in developing regions are estimated as 
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high as, 400 deaths per 100,000 abortions in Asia. WHO estimates that 10% 
to 50% of undergoing unsafe abortions in developing countries needs 
subsequent medical care. Four factors, along with the overall health of the 
woman undergoing an abortion will experience medical complications or die 
from the procedure - 1- the abortion method, 2- the provider's skill, 3- the 
length of gestation and 4- the accessibility and quality of medical facilities to 
treat complications if they occur. 
In Sherupur village, U.P, Gould observed, women who had already given 
birth six or more times make their own decision to try to have an abortion if 
they became pregnant again. They can make a unilateral decision because 'the 
folk methods leading to abortion are entirely a woman's world (1969). But 
every time these methods are not safe for the health or even life of women. 
Rashida, a sheikh woman narrated her feelings of fear regarding the use of 
potions. She and her elder sister were married in the same house to two 
brothers. Her sister had seven children. She conceived next time but could not 
come to know about it as she was breast feeding her child and gap was not 
maintained. Somewhere after third month she realised that there was some 
development due to the nausea feeling and other symptoms. She visited a 
midwife and insisted for helping her to get aborted. After consulting the dai 
she took some herbal medicines. But her health deteriorated and dai could not 
manage the case. Rashida's sister died and this instilled a feeling of fear for 
life. Rashida also has five children but she can not think about the use of any 
such thing. 
Despite a great condemnation of induced abortion by families, it appears that 
mostly women with more children obtained abortions, by crude means. This 
is probably so among poorer low caste women. Thus, to lower fertility the 
traditional methods of withdrawal and periods of abstinence can be 
encouraged. 
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5.6.2 Modern methods of limiting fertility 
The traditional cultures have always resorted to self regulatory procedures to 
increase or reduce fertility, as a strategy to balance family size with resources. 
Historical evidence also suggest that pre-modem norms and social regulations 
were designed to intervene in reproduction (Roussel, 1980). 
Therefore, today's modem methods of family planning are not novelty. What 
is novel in modern era is the scope of the interventions that have expanded 
enormously (Correa,1994). 
But the use of new methods of contraception is not welcomed in every family, 
particularly in Dibai area. As everywhere, in this town also, the marriage is 
interpreted as granting men the right to unconditional sexual access to their 
wives and the power to enforce this access through force if necessary. Women 
who lack sexual autonomy often are powerless to refuse unwanted sex or to 
use contraception and thus are at risk of unwanted pregnancies. During 
interview a mother of six children, low caste Hindu said, "what can I do to 
protect from these unwanted pregnancies unless he agrees to do something? 
Once when I gathered the courage and told him that I do not want to have sex, 
he asked what else has he married her for? He beats me and have sex 
whenever he wants." 
These kinds of sentiments were expressed explicitly or implicitly by majority 
of women. Mostly all the women think that it is their duty to sexually please 
their husband. Not surprisingly, many women have sex out of fear. For refusal 
to their husband's sexual advances, might make their husband angry and they 
might beat them. Upper caste women also voiced that they do not refuse to 
have sex (though at times not having any desire) because it hurts their 
husbands mentally and tension prevails between them for many days. 
Therefore, the recourse which is left with is to use any of the method to 
restrain fertility. 
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Though most of the upper caste women are aware of the modem methods of 
contraceptive but it has to be seen that how many of them really practice these 
methods. 
Condoms: Condom is a simple but effective method of contraception if used 
correctly and consistently. It holds a special place among the contraceptives 
due to the dual protection it provides both from unwanted pregnancy as well 
as sexually transmitted infections. It is one of the methods of contraception 
which ensures male involvement in preventing unwanted birth. Among all the 
four categories, upper caste Hindu women and some upper caste Muslim 
women tend to prefer this method over others for spacing. Most of the Hindu 
upper caste women said that they use condoms regularly. When asked 
whether they are aware of female condoms and used it or not, most of them 
were surprised to know that such a thing exists. Only a few have heard or read 
it as a passing reference. Neelam, mother of one daughter said that, her 
husband started using condom after their first child. The reason cited for its 
common use are; prevents STIs (sexually transmitted infections) and 
pregnancies, safe - as no hormonal side effects, can be stopped any time, easy 
to keep in hand, in case sex occurs unexpectedly, can be used without seeing a 
healthcare provider first, usually easy to obtain and sold at many places. 
The use of condoms by other groups is occasional. Some upper caste Muslim 
couples also use it. Some lower caste Hindu women were very critical and 
vocal regarding the use of contraceptives. They asked: why are we always in 
the receiving end of contraception? The majority of methods known to them 
are targeted towards women like Tubectomy, Copper-T, Mala-D (the pill), 
Diaphragm, and Abortion. 
Intra Uterine Devices: The lUDs offer almost complete protecfion from 
pregnancy. The newer lUDs have a longer life-span and are more effective. 
In my study I came across women, mostly upper caste Hindu women and only 
one from upper caste Muslims, none from lower caste Muslims and a few 
lower caste Hindu women, who used lUDs. It is called Copper-T and at the 
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time of interviews some were using lUD which last for three years only. 
These women have varying number of children and use it as a spacing 
technique and not as a semi permanent method (no one used lUDs which last 
for 5 to 10 years). Kavita told that it is very convenient in use and she even 
does not remember that she is using it. It does not have any hormonal side 
effects and there is no interference with sex also. The only problem which she 
faced was longer and heavy menstrual periods initially. Contradictory to this, 
another respondent narrated a different experience altogether of her and her 
sister-in -law. She said that the doctor whom she consulted for lUD did not 
tell about the side-effects. Earlier she had no idea that such side effects or 
more serious complications might result from lUD insertion. When she came 
to know about these complications and started having problems, she consulted 
another doctor. 
Many negative side effects are associated with the use of lUDs. Among the 
most serious complications is the possibility of developing pelvic 
inflammatory disease (PID), which can lead to infertility. PID can occur with 
an lUD when a pre-existing lower tract infection is not treated; the process of 
lUD insertion carries the infection into upper tract. PID can also occur if the 
lUD or the lUD inserter is not sterile. Less serious but most common side-
effect of lUD use is an increase in menstrual bleeding, painful cramps, and 
backaches. 
5.7 Violence Leads to High Risk Pregnancies 
In India it is very common practice that women have been abused physically 
or sexually by their husbands. Violence during and after pregnancy is having 
serious consequences for women; in Dibai area also I found that this problem 
exists. Farzana a lower caste Muslim woman narrated her story in these 
words; "in the early days of my marriage, my mother -in- law would suppress 
me a lot. My husband was also with her and supported her behaviour towards 
me. And when I was pregnant, one day in anger, he hit me with a stick on my 
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head. I got 18 stitches on my head and due to which I started having 
permanent head-ache, later on 1 developed liver problem and high B.P.". 
According to the population report(2000), pregnant women who have 
experienced violence are more likely to delay seeking pre-natal care and to 
gain insufficient weight .They are also more likely to have a history of STIs, 
unwanted and mistimed pregnancies, vaginal and cervical infections, kidney 
infections, and bleeding during pregnancy. 
Adverse pregnancy outcome: Violence has been linked with increased risk of 
miscarriages and abortions, pre mature labour, and foetal distress. Several 
studies also have focussed on the relationship between violence in pregnancy 
and low birth weight, a leading contributor to infants' death. 
Violence and Maternal deaths: Maternal deaths are also found in Dibai area 
though I could not found any written records from the private hospitals, or 
from community health centre, and during survey no respondent freely told 
about maternal death. But I observed that in illiterate lower class families, 
there is no care of pregnant women. All the time they work and if they do any 
mistake they are beaten and abused by their in-laws and husband. When I was 
in Lohchab Hospital in Aligarh, a case of pregnancy had came come from 
Dibai. The case was serious and referred from one of Dibai's nursing home. 
The condition of the woman was critical. The husband and sister-in-law were 
with her. When the doctor advised them that an immediate operation is 
required, both of them got angry. But after lots of convincing by the doctor, 
they agreed to it. The pregnant woman was operated upon immediately, but 
the baby was not alive and the condition of the mother was also not good. On 
knowing that baby was a boy, both the husband and his sister got very furious, 
and took the woman with them even without the doctor's permission and the 
discharge slip. The woman was in real danger and the doctor kept saying, 
"agar woh isko le jaynge to woh mar jayegi" (if they take her in this 
condition, she would die). 
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Such type of negligence and wife beating are quite common among low caste 
Hindu and Muslim families, but these are not made public. Women also 
hesitated in bringing out these points to me. Though some of them admitted 
that under the influence of alcohol (mostly Hindus), wife beating occurs but 
did not relate it to reproductive health problems (exceptions were also there). 
In Muslims, wife beatings were mainly due to economic hardships, causing 
frustration and an built-in social habit (boys grow up watching their fathers 
abusing and beating their mothers and they think that it is an acceptable and 
normal behaviour). 
In population report on the Indian subcontinent, violence may be responsible 
for a sizeable but under recognized proportion of pregnancy-related deaths. In 
India verbal autopsies from a recent surveillance study of all maternal deaths 
in over 400 villages and seven hospitals in three district of Maharashtra 
revealed that 16% of all deaths during pregnancy were due to domestic 
violence (1964). 
Health Maintenance Organisation (HMO) studies suggest three main 
conclusions about the health consequences of physical and sexual abuse of 
woman: 
• The influence of abuse can persist long after the abused has stopped. 
• The more severe the abuse, the more severe its impact on woman's 
physical and mental health. 
• The impact of different types of abuse and multiple episodes over time 
appears to be cumulative (population report 2000). 
5.7 A Dai and her role 
Vakeela, a local dai, aged 47 years claims to have attended to about thousand 
delivery cases, where she had performed the functions of a doctor and 
midwife, as done in a hospitals. Out of these in about two hundred cases she 
was unsuccessftil and the child had died either immediately after delivery or 
at the time of delivery. Vakeela got married at the age of twelve. Thirty five 
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year into her marriage, she is a mother of eight, with three boys and five girls. 
One daughter had died immediately after birth. Vakeela does not discriminate 
between sons and daughters. Delivering babies is one of the ways in which 
she tries to supplement her family's income. 
Vakeela's mother-in-law was also a dai, a midwife in the municipal 
corporation hospital. And she taught her professional art to her daughter -in-
law and trained her well. Vakeela was also a good learner and leamt the art 
well. I asked her what problems does the young mothers, married at a very 
early age face during pregnancy and at the time of delivery. She said, that it is 
a wrong notion that there are complications and risk to the very young 
pregnant girls; nor are the new bom very weak. She says that the death rate at 
the time of delivery, among the not so mature girls is also very low. 
On being asked about the problems faced by ladies, who got pregnant without 
any gaps and gave birth in quick successions. To this she said that the 
problems are mostly faced by women in the lower income group, where due 
to financial restrains, proper diet is not provided to the would be mothers and 
also even after the deliveries. Lack of basic nutrifion diet is the main reason 
that creates problems both to the mother and child, who is naturally bom 
weak. Malnourished mothers then develop various diseases such as 
tuberculosis, anaemic, abdomen and back pain, etc and at times their utems 
gets mptured on successive delivery. 
Vakeela has tackled many difficult deliveries also. In some cases where 
child's position is breached, complications arise. If the mother has courage I 
can deliver but in most of the complicated cases there is a risk on child's life. 
In a few cases it was found that child was already dead in the abdomen and it 
is very dangerous to mother's life. In such situations she advises family 
members to contact a doctor. She disclosed that she had also done several 
abortions as well, many among them illegal. To perform these abortions, she 
uses a tube which is freely available in market and a string method trick. She 
also explained the demerits of intercourse during pregnancy which leads to 
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abnormality; in one such case, the head of a baby was not in the proper shape 
and there was a wound on that. 
Apart from these functions, a dai 's most important job is that of cleaning up 
of the filth. In the north Indian context, Jeffery et al.(1989) argue that the 
dai's function is concerned with the removal of pollution: It is inappropriate 
to regard the dai as an expert midwife in the contemporary western sense. 
Even in the absence of medically trained personnel, the dai does not have 
entire control on the management of deliveries. Nor is she a sisterly and 
supportive equal. Rather she is a low status menial necessary for removing 
defilement. They also note that the childbirth pollution is the most severe 
pollution of all, far greater than menstruation, sexual intercourse, defecations 
or death. Touching the amniotic sac, placenta and umbilical cord and 
delivering the baby, cutting the cord and cleaning up the blood are the most 
disgusting of tasks. 
I wanted to know as to how far are these notions relating to filth present in 
Dibai. So I asked Vakeela about a dai's role in the cleaning up or removing of 
the pollution at the time of delivery. Vakeela confirmed that the removal of 
gandagi (pollution) is one of the major fiincdons of a dai. She also 
emphasised that women needed dai not because of her expertise only, but 
because they are not willing to deal with the pollution involved in delivering 
the baby. Contact with the birthing substances and especially the cutting of 
the umbilical cord are perceived to be so polluting that these task are reserved 
for a dai. If the dai cannot be obtained, the birthing woman may be made to 
cut the cord herself (Rozario, 1995). And for this reason Vakeela refuses to 
pass on her professional experiences and expertise to her daughters or 
daughter-in-law. After all her experiences she has come to the conclusion, 
that, this is not a clean profession after all. 
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5.8 Doctor's Role 
Dibai and its surroundings are basically a very conservative society, and 
hence the role of male obstetrics and gynaecologist can not be appreciated by 
the local population. Private nursing homes and the government hospitals 
cater to the needs of women with their reproductive health problems. To 
these clinics do the women go for deliveries. The information provided by 
one of the doctor of community health centre is shown in Table 5.4.During 
my research I conducted interviews with the lady doctors, and one such 
doctor Shweta Bansal runs the biggest nursing home in Dibai. She told that 
majority of the patients are Hindu (approximately 80 per cent) and a few 
Muslim women also come for consultations. She has been practicing in Dibai 
for last thirteen years and have attended thousands of delivery cases and she 
recalls only a few cases where patients were Muslim women. Though Muslim 
women do come for pre-natal check-ups but very few of them go for 
hospitalised delivery (this substantiates the point which emerged during 
discussion with Muslim women). She thinks that Muslim culture and 
traditions prevent women from leaving their home for delivery. She also 
knows that if situation deteriorates, and if need arises, then these Muslim 
women prefer to go to near by cities such as Aligarh or Bulandshahr. And 
after their deliveries when these women visit her again for consultation, they 
tell about the happenings and their experiences . 
Average age of mother at the time of first birth is 20-21 years. The cases of 
normal deliveries are up to 70% and in remaining 30% cases operations are 
conducted. She advises the women that when any of the symptoms of 
childbirth appear, they must immediately contact her. These symptoms 
include starting of labour pain at the lower abdomen, discharge of water and 
severe occurrence of bleeding. In some case women do not show any 
symptoms till many days after due date. In that situation she tries to induce 
labour and if still childbirth does not take place she chooses to operate, to 
deliver the baby. During normal deliveries sometimes the outer passage is 
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small, therefore, she cuts the mouth of vagina, and so that baby comes out 
easily. Later on stitches are made on the cut (episiotomy). In some cases the 
use of forceps is also done to bring the baby out. Now days, women prefer to 
have painless deliveries with the help of local anaesthesia. In some instances, 
if the medical staff were unable to sufficiently calm down a woman 
Table 5.4: Demographic Analysis of Family Planning Programme 
(2002-2003) Community Health Centre-Dibai 
1-Distribution according 1 
Area 
Urban 
Rural 
Total 
Tubectomy 
228 
35 
263 
to area 
Copper-T 
143 
348 
491 
Distribution of 
Nirodh 
10340 
22660 
33000 
Distribution 
of Oral Pills 
619 
1481 
2100 
Distribution according to area 
35000 
30000 
25000 
20000 
15000 
10000 
5000 
0 
' 
• ' 
_..• ^ M • • • 
Tubccloiiiy 
« » « i M M » 
Coppcr-T Distribulion 
of Nirodh 
__, 
- _^ri 
Distribution 
ofOrol Pills 
• Urbon 
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TolJl 
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2-Religion wise distribution 
Contraceptive 
Vasectomy 
Tubectomy 
Copper T. 
Hindu 
-
258 
397 
Muslim 
-
5 
94 
Total 
-
263 
491 
Religion wise distribution 
Of 
E 
3 
Z 
500 
450 
400 
350 
300 
250 
200 
150 
100 
50 
0 
I Hindu 
I Muslim 
i Totol 
Viibcclomy Tuboctoniy Coppcf T. 
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3-Caste wise distribution 
Contraceptive 
Vasectomy 
Tubectomy 
Copper T. 
Backward 
caste 
-
43 
42 
Scheduled 
caste 
-
155 
226 
Other Caste 
-
65 
223 
Total 
-
263 
491 
500 
400 
300 
z 200 
100 
Caste wise distribution 
• Bockwordcisle 
• Scheduled costo 
Olhor Casle 
• Tolol 
Vciscclomv Tubccloniv Copper T. 
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4- Distribution on the basis of children 
Contraceptive 
Vasectomy 
Tubectomy 
Copper T. 
No. Of children 
1 
-
-
102 
2 
-
20 
128 
3 
-
75 
95 
4 
-
76 
95 
5 or 
more 
-
92 
50 
Total 
-
263 
491 
Distribution on the basis of children 
41 
XI 
E 
3 
z 
I Vdsectoiiiv 
I Tubcclomy 
Copper T. 
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5- Distribution according to the age of wife 
Age (yrs.) 
Les than 15 
15-19 
20-24 
24-29 
30-34 
35-39 
40-45 
More than 45 
Total 
Tubectomy 
-
-
4 
124 
113 
20 
2 
-
263 
Copper T. 
-
-
148 
184 
110 
34 
11 
-
488 
D i s t r i b u t i o n a c c o r d i n g to the age o f w i f e 
D T u b e c t o m y 
• C o p p e r T. 
20 -24 2 4 - 2 9 30 -34 3 5 - 3 9 4 0 - 4 5 
A g e (in y e a rs) 
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6- Distribution according to the education of husband and wife 
Illiterate 
Primary 
Middle School 
High school/ 
Intermediate 
Graduation/P.G. 
Total 
Tubectomy 
90 
42 
46 
75 
10 
263 
Copper T. 
90 
37 
56 
238 
70 
91 
Tubectomy 
204 
18 
24 
16 
1 
263 
Copper T. 
275 
30 
51 
108 
27 
491 
Source: Community Health Centre, Dibai 
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who was anxious due to the pain she was experiencing, then they gave her 
Valium (diazepam, generally referred to as 'calmpose'). This tranquilliser is 
given to induce sleep and to relax the woman in labour. This can however 
slow down contractions, so doctors are often reluctant to administer it unless 
it is very necessary. The goal in administering valium is to calm down an 
unruly woman, contrary to the practice of alleviating the pain for her own 
sake. Doctors working in maternity wards/homes are generally not trained to 
administer analgesics other than local anaesthesia used for such things as 
episotomies. 
Maternal mortality rate is about 0.7% - 10%. Very critical cases are referred 
to hospitals at Aligarh or Bulandshahr. Mostly all of the women are anaemic 
due to the initial period. In 40% of cases it is mild and in 10% cases it is 
severe. Anaemia is severe if haemoglobin is less than 7 up to 10 and normal if 
Hg is more than 10 (which is the case in 40% cases) if iron folic tablets are 
taken regularly. 95% of the women get tetanus vaccine. In 75% - ^Q% cases 
ultrasound is also done. 
Average weight of babies is between 2.7kg-3kg. Many of them are low birth 
weight babies. High-risk newborns are referred for medical examination. In 
50% of the first pregnancies, miscarriage occurs and, therefore, DNC has to 
be conducted. DNC is conducted with the help of local anaesthesia. These 
miscarriages result due to the lack of proper understanding and safety 
measures during pregnancy. When asked about the induced abortion she told 
that now a days rural woman go for abortion after 4 live births and local Dibai 
women prefer to go for abortion after 3 live birth. If the first child is a girl and 
if they come to know that second is also a girl, abortion is preferred. First 
child abortion also takes place, only if pregnancy is too early after marriage 
(within a month of marriage). In case of foetal death, neglected cases are 
becoming less. Three years back it was IQ% of the deliveries but now it has 
been reduced to 3-5%. Attitudinal change with respect to health and hygiene 
of the child and general literacy are the causes of low foetal death. Three 
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percent of the women have -VE RG factor. In such cases an injection is 
injected within 24 hrs. of delivery to safeguard mother for further delivery, 
40%-60% are high risk pregnancies. To manage gynaecological problems 
interpersonal communication and counselling are carried out at the time of 
pregnancy. Women are told about the family planning methods. Mostly 
followed methods are tubectomy, oral pills, lUDs (Intra Uterine Device), and 
condoms. In a few cases vasectomy also conducted. Approximately 70% of 
the women rely on oral pills, 25% women have gone for Multi load-Copper T 
for or 3 years. 
A closer examination of the variables used in the analysis suggests that some 
of them may play substantial role in the reproductive health and fertility 
variations. It may be that some of these factors are at the same time a cause as 
well as a consequence of health related problems. Women using health 
services during the ante and post-natal period are precisely the women who 
have reduced their fertility. This suggests that the supply of health services 
has impact on reproductive behaviour. Birth control is becoming common and 
a small family is good for the mother and the family 
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CHAPTER 6 CONCLUSIONS 
This study is concerned with a comparative analysis of two religious 
communities, the Hindu and the Muslim, in relation to their reproductive 
behavior and practices. The relationship between religion and reproductive 
behavior has prompted much interest, especially in the context of the rising 
populations in developing countries. However, the politicization of religion in 
India, the history of violence between Muslims and Hindus, and rivalry with 
the neighboring country have, made the study of religious differentials in 
fertility and family planning a sensitive issue. It has been noticed that 
concerns regarding the rapid growth of the Muslim population and the 
changing religious composition of India's national population are, often, 
motivated by political interests. 
The main issues in the present study are investigated chiefly through the lens 
of gender. Many of the studies on fertility behaviour patterns in India have not 
been explained from a gender perspective. Hence, on the one hand, the study 
attempts to explore the extent to which religion and prescriptions made in the 
name of religion affect fertility patterns (especially with regard to Muslims) 
on the other, to see whether religious differences override the commonalities 
of class, gender and socio-economic status. It might seem that undue attention 
is being paid in research to explain the reproductive behaviour and practices 
of Muslims. But, I believe that there are complex socio-economic and gender 
related reasons for the differential in fertility that need to be better 
understood. Besides, an attempt has also been made to examine the 
programmes and policies related to population control and family planning at 
the national and international levels to see their effect on the differentials in 
fertility behavior of the two communities. This exercise is also necessary in 
order to dispel the many stereotypical notions and myths that have almost 
become a part of the so-called common sense. 
Chapter 6 Conclusions 
6.1 Major Findings 
6.1.1 Demographic and Socio - Economic Profile of the Respondents 
Caste Structure of the Respondents 
• Muslims constitute about 12 percent of the total population in Dibai 
town, out of these approximately 90 percent belong to OBC and lower 
caste. This community is concentrated in the interior of the town. The 
upper caste Muslims (10% of Muslim population) are grouped in two 
sects, namely Sunni and Shia. 
• Hindus are a majority in Dibai. Sample for the study was represented 
by Brahmins (the priests) upper caste, represented by Sharma, 
Upadhaya and Bansal , Baniyas (the business class), that is Gupta, 
Aggarwal, Jaiswal, and Maheshware ), Lodha (lower caste) backward 
class and Harijan (sweepers) low caste . 
• As the Muslims in this town are socially backward, Muslim women 
(lower caste) feel a sense of discrimination. Their social contact is 
almost nil with the Hindu women. 
• Hindu upper caste women are very active and have formed many 
organisations. These organisations provide a platform for them to air 
their grievances and discuss their personal problems. It is also a place 
for them to gossip and for time pass. 
Age at Marriage and Number of Children 
• Most of the lower caste Hindu girls marry at the age of seventeen. The 
upper caste Hindu girls marry at the average age of twenty. In some 
cases it was twenty-five years, though it was not out of choice but out 
of circumstances. 
• The average age of marriage in the lower caste Muslim is sixteen 
years. Contrary to this, the upper caste Muslim women the average age 
at the time of marriage is nineteen years. 
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• 
• 
Fertility among the Muslim women is high in comparison to the Hindu 
women in this area. Most of the respondents had six or seven children. 
Some of them had four. 
Their Hindu counterparts have lower fertility rate. Few Hindu women 
have five or more children. Average number of children turn out to be 
four. Among Hindus also, the lower caste women have more number 
of children than the upper caste women but its rate is less than that of 
lower Muslim caste women. 
• The upper caste Hindu women have two to three children. In this way 
there is no difference between them and the upper caste Muslim 
women. It can be attributed to the literacy and awareness among them 
and at the same time, a desire to be a part of the mainstream. 
Educational Profile and Literacy rate 
• Sample survey revealed that only two respondents among muslims had 
reached post graduation level and some had done up to graduation. A 
few had education till primary level and madarsa (Muslim religious 
school) education. 
• Upper caste Muslims respondents are mostly literate. 
• Most of the lower caste Hindu respondents had gone to school for at 
least two to three years. 
• Nearly all of the upper caste Hindu women have done intermediate or 
graduation. 
Employment Profile and Income 
• Muslim women are concentrated more in self employed (home based) 
activities and their share in regular work, especially in the government, 
public sector and private sector is dismal. 
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• 
• 
• 
Family income of Muslim women in Dibai is based on the earning of 
their men folk. 
The income opportunities for low caste Hindu families are also not 
very bright; still they are in a better position than their counterparts. 
The upper caste Hindu women enjoy the facilities of a modem life as 
their men folk earn enough to provide them with the luxuries of life. 
Access to Infrastructure and Facilities 
• Access to trained health persons and institutions for child birth is very 
poor for low caste Muslims, only little better than the Harijans. 
• Among the Hindus, a small section of the respondents , mostly 
Harijans, have low access to government facilities. 
6.1.2 Social Vices and their Impact on Reproductive Health of Women 
• 
• 
The use of alcohol has been found to be rampant among the men folk 
of Hindu respondents. 
The majority of the lower caste Hindu women faced problems of wife 
beating. 
This problem is not found in the upper caste Muslim society in Dibai. 
A few cases are found in the lower caste community of Muslims. 
The problem of drug addiction was also mentioned by some women, 
especially low caste Hindus and Muslims. 
Many of the lower caste Muslim women admitted that their husbands 
are involved in gambling. 
Gambling is a part of Hindu social society also. 
Almost all the respondents of lower caste Hindus as well as Muslim 
women disclosed that they are victims of domestic violence from wife 
beating to marital rape. 
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6.1.3 Societal Attitudes and Reproductive Behavior 
The reproductive behavior of the women and the decision regarding 
number of children and the preference for specific gender rests with the 
in laws and their husbands. 
• 
• The women in most of the cases are a mute spectator or the follower of 
the decision of their husbands and in-laws. 
6.1.4 Education and its Impact on Reproductive Health 
• Hindu and Muslim women both who went to school were more vocal 
and knew that keeping a good reproductive health is in the interest of 
their family. 
• They are aware of the consequences of ill health and its negative 
impact on the children and family. 
• They had better knowledge of the facilities provided by government 
and NGO's with respect to family planning measures. 
6.1.5 The Impact of Rites and Rituals on Reproductive Health 
Rites and Rituals of Muslims 
• In the lower caste Muslims, sweet rice is made on the occasion of 
godhbharai and fatiha is said on it and distributed among the relatives 
and friends. 
» Immediately after the birth, when the baby after been given the bath is 
brought to the mother, aazan in the right ear and takbeer in the left ear 
is said out loudly of the new bom. 
• 
• 
Chati is held after 4-6 days of birth, bath is taken by the mother and 
this is called chati. 
After 40 days bath is taken by the mother for purification and namaz 
(prayer with action) is offered by her. Mutton and roti is made for food 
mdfatiha is offerd on it. 
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• Aqiqah is generally held on the seventh, fourteenth, twenty eighth or 
thirty fifth day after birth. For male baby two goats or sheep are 
sacrificed. In case of female babies only one goat sheep is sacrificed. 
Rites and Rituals of Hindus 
• Godhbharai- At the commencement of the seventh month of 
pregnancy, the girl is dressed in the cloths presented by her parents. 
Neighbours and relatives assemble to sing song. 
• Generally, the girl returns to her parent's house for her first 
confinement. 
• On the fifth day after delivery, satiyas (cakes made of cow dugs), are 
kept in the four comers of the room to woe off evil, for seven to 
eleven days after which they immersed in the well or in the river 
Ganges. 
• On the tenth day, the ritual of Kuan Pujan (well worship) is held. 
• Mundan (tonsure) is the rite of shaving of hair of the child for the 
first time, and in this region preferably on the banks of the river 
Ganges. 
• 
• 
A pundit, after considering all the astrological options, suggests first 
alphabet from which the name should start with. And hence a name 
is given to the child with the ceremonies of naamkaran (name 
keeping). 
The period of purity or its duration is eleven days among Brahmans 
and thirteen among Kshatrias and eleven or thirteen for all castes. 
6.1.6 Reproductive Behavior and the Role of Women 
• It is found that husband's family expect that she would become 
pregnant as soon as possible and bear a child, preferably a male child. 
The desire for the first child as son is explicitly expressed. 
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• Procreation is considered to be the most important aspect of a married 
women's life and efforts are made to rectify the problem if she is 
unable to do so during first few years of her married life. 
6.1 7 Pre-natal and Ante-natal Care 
• Disparity in prenatal and antenatal care, at an alarming rate is evident 
in different categories during the discussion with respondents. 
• Upper caste Hindu women prefer the services of gynaecologists. 
• Upper caste Muslim women go for medical check up to the private 
doctors, hospitals or to paramedics. Though all are not very regular. 
• Lower caste Hindu women also occasionally go to these doctors and 
hospitals. Many of them go for paramedics also. 
• In most of the cases it is found that highest level of care was taken 
during first pregnancy. 
Majority of low caste women (Hindu and Muslim) contacted dai as 
well as hakeem and vaidh. They get herbal medicines for any vaginal 
infections. 
Sonography (in some cases) is being done to opt for the sex of the 
child. 
6.1.8 Attitude and Behavior of others towards Pregnant Women 
• In Dibai, the common practice followed by Muslims is that, the first 
delivery must take place at sasuraal (husband's or in-laws house). 
• In the case of Hindu women financial burden was generally bom by 
their parent's side. 
6.1.9 Practices and Methods during Childbirth 
• The trend to utilize modem facilities with respect to childbirth is 
increasing in Dibai. 
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• 
• 
In Dibai area I found that Hindu women are more progressive to adopt 
the modem faciUties about deUvery in comparison to Muslims. 
Upper caste MusHms call hospital trained midwifes (not local dai) 
nowadays to perform deliveries but prefer it to be within the house. 
• Lower caste Muslims prefer local dais. 
6.1.10 Practices and Methods during Deliveries 
The way in which childbirth is managed in two religions and in 
different castes is distinctive, each having special features. 
Births taking place at hospitals have common medical procedure 
followed by gynecologists. 
• Variations are found among those cases where childbirth takes place at 
homes and conducted by 'Dai'. 
• Irrespective of the caste or class and education, Muslim families prefer 
to deliver birth at home. 
6.1.11 Attitude related to Breast Feeding 
• All respondents agreed that they breastfed their child and there is no 
hesitation regarding this. 
• Breast milk is the only food and drink an infant needs for first six 
months. 
6.1.12 Family Planning and Need for Contraceptives 
Nearly all the women are aware of presence of different ways to 
terminate pregnancies. 
Mostly all, excluding the newly married women (of lower castes and 
uneducated) and few others, were able to mention at least one method 
of family planning. 
• 
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• The use of modem methods namely, voluntary sterilisation, oral 
contraceptives, intrauterine devices, condoms is more in comparison to 
the use of traditional methods. 
• Oral contraceptives are the leading modem method among the Hindu. 
• The unwillingness to exercise family planning among majority of low 
caste Muslim women in Dibai area is in the line of belief prevailing in 
Muslim population across different countries. 
• Upper caste women in both Hindus and Muslims follow family 
planning more than low caste women. 
• The use of contraceptives for family planning is lowest among young 
women. 
• The use of contraception increases with the number of children a 
woman has up to the third to fourth child. 
• Upper caste women are more likely to use contraception specially the 
modem methods than lower caste women. 
• Sterilisation is the method about which the women of even lower 
castes are aware, but not about other modem methods of contraception. 
• The methods which are generally followed include a good deal of 
abstinence, practice of coitus interruptus and induced abortions. 
6.2 Conclusions 
6.2.1 Social Attitudes of Fertility & Reproductive Health 
Children are a form of social insurance in a society where there is no social 
security is not even acknowledged. Instead, the burden of lowering fertility 
rates is placed on the family, an institution stmggling to survive in an 
increasingly hostile environment. This is tme for the vast majority of families 
in the town. 
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As the Muslims in this town are socially backward, Muslim women (lower 
caste) feel a sense of discrimination. Their social contact is almost nil with the 
Hindu women. They only come in contact with the Hindu ladies in the market 
place where they go for shopping. 
Literacy rate among the Muslim women is much lower than that of Hindu 
women in Dibai town. Sample survey revealed that only two samples had 
reached post graduation level and some had done graduation. A few had 
education till primary level and madarsa (Muslim religious school) education. 
In contrast to this most of the lower caste Hindu respondents had gone to 
school for at least two to three years. Fertility decline has occurred in all the 
section of society, including the illiterate and the poor. Though the more 
educated have lower fertility than the less educated. The gap has narrowed 
and the lower - upper caste impact on fertility is also decreasing. 
The economy of Dibai is trade and agriculture based. As compared to others 
the Muslim women are concentrated more in self employed (home based) 
activities and their share in regular work, especially in the government, public 
sector and private sector is dismal. The income opportunities for low caste 
Hindu families are also not very bright, still they are in a better position than 
their counterparts. Most of the respondents told that they earn money by 
making handicraft items. They operate from their homes and their male 
members are either daily wagers, mazdoors, vendors or hawkers. The upper 
caste Hindu women enjoy the facilities of a modem life as their men folk earn 
enough to provide them with the luxuries of life. 
Overall access to infrastructure is poor for low caste Muslims and even to 
some high caste Muslims also in Dibai town. Access to trained health persons 
and institutions for child birth is very poor for low caste Muslims, only little 
better than the Harijans. Muslims have very poor access to tap water. 
The use of alcohol has been found to be rampant among the men folk of 
Hindu respondents. The majority of the lower caste Hindu women narrated 
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woes which they faced due to their men's bad drinking habit. They face 
problems of wife beating. This problem is not found in the upper caste 
Muslim society in Dibai. A few cases are found in the lower caste 
community. But those families are somewhat outcaste by their community as 
alcohol if forbidden in Islam. Many of the lower caste Muslim women 
admitted that their husbands are involved in gambling. Gambling is a part in 
Hindu social society also but none of the women recalled any incident which 
affected the reproductive health aspect of them. 
The violence among women in various forms is brought to the surface during 
the interviews and discussions. Almost all the samples of lower caste Hindus 
as well as Muslim women disclosed that they are victims of domestic violence 
from wife beating to marital rape. 
Gender inequality is loudly observable in the conversation between males 
and females. Normally Hindu and low caste Muslims males ( upper caste 
Muslim males are exception ) in Dibai are not shy in using filthy language in 
the family. More often they address their wives with foul language. And the 
wife never takes it seriously. It is a common scenario in the families, the 
males loudly bombarding foul words in their day to day conversation. But 
women tend to avoid foul language. 
Children are a form of social insurance in a society where there is no social 
security is not even acknowledged. Instead, the burden of lowering fertility 
rates is placed on the family, an institution struggling to survive in an 
increasingly hostile environment. This is true for the vast majority of families 
in the town. 
6.2.2 Reproductive Health and Fertility 
The health issues of a group or a community are an outcome of a complex 
interplay of social, economic, cultural and political factors. As a result, 
entitlement and access to health goods and services vary according to these 
structural factors, which in turn, influence health status. Poverty or lack of 
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resources is a powerful factor that affects the health of a large number of 
women. Social practices and cultural norms are equally significant. Therefore, 
health issues, in general, and reproductive health issues, in particular, have to 
be seen in terms of gender and household along with class and poverty. This 
is so because all decisions, which affect the health of women, are generally 
taken within the family. Although the private decisions such as number of 
children and contraceptive use are often shaped at the level of community in 
many contexts rather than purely at the individual level. The 
family/community impact of individual decisions has seldom received 
attention in demographic studies. The book argues that reproduction is a 
socio-cultural process that takes place in a social context. Further, because 
there is a clear relation between the individual and the social dimension of 
reproduction, the whole reproductive process needs to be seen from a gender 
perspective. 
On the basis of the views expressed by the respondents in the study it can be 
said that ante-natal care depends on various factors. The most important 
among them are the prevailing attitude towards pregnancy as a normal, though 
prestigious, event that does not require any special attention or treatment. 
Equally important is the facilities available to women and their cost, physical 
accessibility of the facilities, the cultural attitude for availing of the facility 
and the perception of women themselves and the family towards pregnancy 
and the care to be taken during delivery and so on. This commonly prevailing 
attitude towards ante-natal care seems to be mainly a result of the social definition 
of illness women's health, especially reproductive health disorders, ante-natal and post-
natal care are denied an existence both medically and socially . Women's own 
perception in health care seems to be guided by this social definition of illness. 
Besides, education and information, as well as availability, affect the use of 
maternity care services. Disparity in prenatal and antenatal care, at an 
alarming rate is evident in different categories during the discussion with 
respondents. No doubt upper caste Hindu women prefer the services of 
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gynaecologists (MBBS, MD or BUMS, BAMS), who have good and modem 
facilities related to deliveries and pathological checkups. These private 
doctors are capable of performing operations also. In case of upper caste 
Muslim women majority go for medical check up to the private doctors, 
hospitals or to paramedics. Though all are not very regular, still they have an 
attitude to utilise the help of modem facilities if the need is. Lower caste 
Hindu women also occasionally go to these doctors and hospitals. Many of 
them go for paramedics also (those who do not have proper medical degree 
but practice as medical doctors). 
Keeping these things in mind, this study attempts to situate the issue of 
reproductive health and behaviour within the social and cultural plane, where 
gender is actively reconstituted through numerous practices and rituals related 
to various issues of reproduction. I aim to show that although religion is an 
important component in determining fertility patterns, it is not the overarching 
determinant. For instance, the data on the use of contraceptives revealed that a 
large section of Muslims used various family planning methods to limit their 
family sizes. 
In general the status of women in the town is poor and is characterized by 
Sequent pregnancies and childbirth, acconpanied by many abortions and 
miscarriages due to poor nutritional intake during pregnancy. Apart from 
these factors, poor hygiene, superstitions, regressive cultural practices and 
childbirth in unhygienic conditions attended by the traditional dais add to their ill healtii 
in general and reproductive health problems in particular. The health of Muslim women is 
very poor. Women face health problems because of their lower levels of literacy, lower 
age at marriage, followed by more pregnancies and closely spaced births, ignorance 
of religious texts regarding the use of contraception, custom of purdah, and 
limited exposure to the mass media and family planning messages. Moreover, 
they have had to face not only health problems but also poor access to facilities and 
information on reproductive health. 
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The health issues of a group or a community are an outcome of a complex 
interplay of social, economic, cultural and political factors. As a result, 
entitlement and access to health goods and services vary according to these 
structural factors, which in turn, influence health status. Poverty or lack of 
resources is a powerful factor that affects the health of a large number of 
women. Social practices and cultural norms are equally significant. Therefore, 
health issues, in general, and reproductive health issues, in particular, have to 
be seen in terms of gender and household along with class and poverty. This 
is so because all decisions, which affect the health of women, are generally 
taken within the family. Although the private decisions such as number of 
children and contraceptive use are often shaped at the level of community in 
many contexts rather than purely at the individual level. The 
family/community impact of individual decisions has seldom received 
attention in demographic studies. The study argues that reproduction is a 
socio-cultural process that takes place in a social context. Further, because 
there is a clear relation between the individual and the social dimension of 
reproduction, the whole reproductive process needs to be seen from a gender 
perspective. 
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Appendix I - Interview Schedule 
1, Socio-economic Background: 
Name 
Address 
Date 
Age 
Date of marriage 
Religion 
Caste 
Educational background 
Occupation 
Income 
Location of employment 
Number of children 
Age, sex and place of birth of children 
2. Interview with postpartum women: 
Can you describe the experience of your pregnancy? 
Did you have any difficulties in your pregnancy? 
If so, how did you treat these problems? 
Did someone check your health during pregnancy? 
Who? How often? What did they do during these checkups? 
Was it difficulty for you to carry out your daily chores while you were 
pregnant? Did anyone help you with your work? 
Did you take some indigenous medicines during your pregnancy? 
Did you take some allopathic medicines during your pregnancy? 
Did you make any special prayers or offerings to god or do any special 
ceremonies while you were pregnant? 
Where were you staying during your pregnancies? 
3. Delivery: 
When was your baby bom? 
Where was your baby bom? 
Is your first baby a baby boy or girl? 
Who assisted you with the delivery? 
Please describe your experience with first delivery fi-om the time you 
realized you were in labor until the baby was actually born. 
How did you know when to call someone for help? 
Whom did you call first? 
What did they do? 
If your delivery was in the hospital, who took you to the hospital? 
If your delivery was in the home, who came to your home to help? 
Was the delivery painful? 
Did you do anything to reduce the pain? 
Did you shout out during the delivery? 
Did you walk around during the delivery or were you lying down? What 
positions did you find most comfortable? 
Who cut the umbilical cord? 
Did you put the baby to the breast immediately after it was bom? If not, when 
did you begin the breast feed? 
Have you had any difficulty breastfeeding? 
Are there any problems with delivering at home? 
Are there any problems with delivering in the hospital? 
4. Contraceptive: 
Are you aware of the use of contraceptives for family planning? 
Have you ever planned for family planning? Is your husband/ in-laws aware 
of this? 
Which contraceptives you are aware of? Can you name them? 
Have you ever used any contraceptive? Which one? 
Whether your husband/ in-laws aware of this? 
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Appendix 2- Medical Termination of Pregnancy Act (MTP Act) 
Since legislation of abortion in India, deliberate induction of abortion by a 
registered medical practitioner in the interest of mother's health and life is 
protected under the MTP act. The following provisions are laid down. 
• The continuation of pregnancy would involve serious risk of life of 
grave injury to the physical and mental health of the pregnant woman. 
• There is a substantial risk of the child being bom with serious physical 
and mental abnormalities so as to be handicapped in life. 
• When the pregnancy is caused by rape, both in cases of major and 
minor girl and in mentally imbalanced women. 
• Pregnancy caused as a result of failure of a contraceptive. 
In practice, the foliowing are the indications for termination under the 
MTP Act. 
To save the life of the mother (Therapeutic or Medical termination) : 
The indications are limited and scarcely justifiable now-a-days expect 
in the following cases : (i) Pulmonary tuberculosis, when 
superimposed pregnancy deteriorates the condition, (ii) Cardiac 
diseases (Grade-Ill & IV) with history of decomposition in the 
previous pregnancy or in between the pregnancies are justifiable 
indications for termination in the trimester, (iii) Chronic 
glomerulonephritis (iv) Malignant hypertension, (v) Intractable 
hyperemesis gravidarum (vi) Cervical or breast malignancy (vii) 
diabetes mellitus with retinopathy (viii)Epilepsy or psychiatric illness 
with the advice of a psychiatrist. 
Social Indications 
This is almost sole indication and is covered under the provision "to 
prevent grave injury to the physical and mental health of the pregnant 
III 
women". In about 80%., it is limited to parous women having 
unplanned pregnancy with low socio-economic status. Pregnancy 
caused by rape or unwanted pregnancy caused due to failure of any 
contraceptive device also falls in this category (20%). 
Eugenic: This is done under the provision of "substantial risk of the 
child being bom with serious physical and mental abnormalities so as 
to be handicapped in life". The indication is rare. 
(i) chromosomal and enzymatic abnormalities of the fetus which 
are identified as factors responsible for transmission of certain 
inherited disorders, 
(ii) when the fetus is likely to be deformed due to action of 
teratogenic drugs or radiation exposure in early pregnancy. 
Taking hormones either in the form of tablets or injection for 
diagnosis of pregnancy or accidental pelvic X-ray (having less 
than 10 rad) is not a justifiable indication specially in first 
pregnancy, for termination, 
(iii) Rubella, a viral infection affecting in the first trimester, is an 
indication for termination, 
(iv) History of one or both parents being mentally defective or 
previous children being malformed, can be a reason for 
termination in consultation with a geneticist. 
In the revised rules, a registered medical practitioner is qualified to 
perform and MTP provided: 
(a) One has assisted in at least 25MTP in an authorised centre and 
having a certificate.(b) One has got six months house surgeon training 
in obstetrics and gynaecology. 
(b) One has got diploma or degree in obstetrics and gynaecology. 
• Termination can only be performed in hospitals, established or 
maintained by the government or places approved by the 
government. 
IV 
Pregnancy can only be terminated on the written consent of the 
woman. Husband's consent is required. 
Termination is permitted upto 20 weeks of pregnancy. When the 
pregnancy exceeds 12 weeks, opinion of two medical 
practitioners is required. 
The abortion has to be performed confidentially and to be 
reported to the director of Health Services of the State in the 
prescribed form. 
Appendix 3- Sachar Committee Recommendations 
Introduction 
The Sachar Committee observed the widely prevalent perception among 
Muslims that they are discriminated against, are excluded from coming into the 
"mainstream" and are deliberately pauperised. Muslims carry a double burden 
of being labelled as "anti-na]ional" and are being "appeased" at the same 
time." "The perception of being discriminated against is overpowering 
amongst a wide cross section of Muslims resulting in collective alienation." 
According to the 2001 census, the total population of Muslims was enumerated 
as over 13.8 crores, which would have crossed 15.0 crores in 2006. Muslims in 
India are widely dispersed. In only 20 districts out of 593 districts in India 
Muslim population exceeds 50%. A relatively larger proportion of Muslims 
lived in urban areas compared to the population as a whole. The committee 
also convincingly demolishes the much hyped misconception that due to their 
relatively higher growth rate, Muslim population would overtake the Hindu 
population in near future. In fact, while Muslim population would continue to 
grow in absolute terms, their proportion to the country's total population would 
never exceed 20%. The committee also found that Muslims have largely 
participated in the country's family planning programmes. Further migration 
has played only a minor role in the population growth in Muslims. It was noted 
that "Muslims population growth has slowed down, as fertility has declined 
substantially, clearly showing that Muslims are well into demographic 
transition." 
The committee's analysis showed that Muslims in India rank much below 
upper caste Hindus, Hindu OBCs and, 'Other Minorities' in almost all 
indicators. In many instances their lot is even worse that that of SCs/STs. The 
situation is grave in West Bengal, Uttar Pradesh, Bihar and Assam, the four 
states which account for 54% of the total populations of Muslims in India. 
The committee strongly felt that a mechanism to ensure equity and equality 
which will ensure elimination of the perception of discrimination among 
Muslims will only be possible when the importance of Muslims as an intrinsic 
part of the diverse social mosaic of the country is squarely recognised. 
The committee has suggested immediate steps to deal with the relative 
deprivation of Muslims and recommended strong focus on inclusive 
development and "mainstreaming" of the community while respecting exciting 
diversity. It has set out its recommendations in two broad categories General 
Policy Measure and Specific Policy Initiatives. 
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However, the Committee has stressed that for achieving maximum impact; ALL 
recommendations are adopted together and NOT piece meal. A greater focus on 
women would have multiplier effect 
GENERAL POLICY MEASURES 
Data Availability and Monitoring of Development Benefits 
Availability of detailed data on socio economic conditions for SRCs is a prerequisite for 
good governance. The Committee faced acute problems of non availability of relevant 
and comprehensive data and felt that there is therefore an immediate need to make urgent 
efforts to collect, collate and consolidate data on a regular basis and make it available to 
researchers and the public. Hence the Committee recommended: 
1. Creation of an autonomous National Data Bank (NDB) for all Socio Religious 
Categories (SRCs) with necessarv' powers including the power to call 
information drawn from all concerned including the central and state 
governments. 
2. An autonomous Assessment Monitoring Authorit) (AMA) to be set up for 
assessing and monitoring on concurrent basis, the extent of development 
benefits accruing to SRCs, including MusUms, through various development 
programmes. 
Provision of Equal Opportunities 
The existing mechanisms e.g., National Human Rights Commission and National 
Minorities Commission have a limited role in reducing the widely prevalent perception 
among Muslims of acute discrimination and deprivation. If Muslims continue to have 
these perceptions, law must provide an effective means which should examine the 
complaints and be able to give effective relief The state must find a mechanism which is 
accessible and effective to deal with the related issues. It is therefore recommended that: 
1. Equal Opportunities ('onimission (EOC) is cstahlished to Itsok at the 
grievances of deprived t^roups. For reference EK Race Relations Actl976, 
may be considered. 
Participation in Governance 
It is observed that over the last 60 years minorities have scarcely occupied adequate 
public spaces. The participation of Muslims in nearly all political spaces is low. They 
are marginalized and either have inadequate numbers that undermines their presence felt 
in the normal course of governance or they are not politically empowered. In some 
instances there is a deliberate attempt to restrict their representation. Therefore there is a 
strong case for putting up mechanisms in place that enable them to engage in democratic 
processes at various levels of policy and governance... The Committee recommended" 
Vll 
• Formulate and implement carefully conceived new nomination procedure 
and enact appropriate state level laws on the lines of initiatives taken by the 
Andhra Pradesh Government model to ensure Minority' Representation in 
Local Bodies 
• Eliminate the existing anomalies with respect to reserved constituencies 
under the delimitation schemes. Adoption of a more rational delimitation 
procedures that does not reserve constituencies with high minorit> 
population shares for SCs, will improve the opportunit)' for the minorities, 
especially the Muslims, to contest and get elected to the Indian Parliament 
and the State Assemblies. Evolve other methods to enhance political 
participation of Muslims. 
• Develop a Diversity' Index and link various incentives meant for the benefit to 
Muslims with such an index. Larger grants, incentives to private sector and 
builders of housing complexes may be linked with the achievement of greater 
diversity'. 
• Earmark a certain part of Jawaharlal Nehru Urban Mission (JNNURM) for 
creating Common Public Spaces. 
• Initiate a Large scale "Sensitization Program", for all those who come in 
direct public contact regularly, for minimizing discrimination on religious or 
any other ground: with a focus on health personnel, teachers, police and 
other securitv' personnel's.. 
SPECIFIC RECOMMENDATIONS. 
Literacv and Education 
^Literacy ratio among Muslim was 59.1% in 2001, far below the national average of 
65.1% and for 'all Others' of 70.1%). Generally speaking the literacy rate for Muslims in 
India was not much different than those of SCs/STs. In Uttar Pradesh, Bihar, Assam and 
Jammu & Kashmir the figure was less than 50%i. Enrolment rates for Muslims 
according to recent data were 78%) of the national average... As many as 25%o Muslim 
children of age group 6-14 have either never attended school or have dropped out... The 
drop our ratio is by and large highest for Muslims children in this age group. The 
Mean Years of Schooling in age group 7-16 was 3 years and 4 month for MusUm 
children compared with the national average of 4 years, and 3 years 5 months for 
SCs/STs and 4 years 5 month for' all others.' 
In terms of Educational Attainments, Muslims have faired worse that even SCs/STs. 
In 2001, 60.9% Muslims had completed at least primary school. Compared with 
61.4% SCs/STs and 79.3% of 'all others'. Those who completed at least middle level 
education were: Muslims 40.5%; SCs/STs 41.3% and 'all others' 62.7%. Only 23.9% 
Muslims completed at least matriculation which was about half of 42.5%) level achieved 
by "all others", but was somewhat better than 21. %> by SCs/STs. The attainment levels 
in states where large proportion of Muslim reside, West Bengal. Uttar Pradesh, Bihar and 
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Jharkhand were much lower and the condition of females in this regard was even worse. 
The Committee therefore emphasized the need to focus attention on education of 
Muslims. 
School Education: 
The committee felt that a sharper focus on school education is desirable. It noted that 
once the "Hurdle" of passing school education is crossed, the existing gap between the 
likelihood of completing graduate studies narrows down and in rhany instances, the 
situation is not much different among various SRCs. In this context the fulfillment of 
states constitutional obligation to provide free and compulsory education up to age 14 is 
critical for Muslims. The Committee recommended: 
• Facilitate full access to free and fair high quality school education to all 
children in age group up to 14 years which is obligatory on State, and is 
most urgent for the Muslim community: 
• Set up high quality' schools in all areas of Muslim concentration. Set up 
exclusive schools for girls particularly for 9-12 Standards 
• Initiate and institutionalize the process of evaluating the contents of school 
text books to purge them of explicit and implicit contents that may impart 
inappropriate social values, especially religious intolerance. School books 
should emphasize diversity and tolerance. 
• Create local Communit>' centers. In this effort Government, NGOs and the 
private corporate sector should cooperate 
• Provide education in Mother tongue for which undertake appropriate 
mapping of areas where Urdu speaking population is concentrated. Utilize 
funds from .INNURM for this purpose. 
Technical Education and Training for Non-Matriculates 
Abnormally high number of Muslim students drops out after completing their middle 
level school education which debars them from getting admitted to almost all vocational 
training programmers run by the polytechnics, the committee therefore recommended: 
• Pre-entr) qualification for admission to vocational training programmes 
should be reduced to class VIII. 
• Further the scope of ITI courses is expanded to focus on emerging market 
need for including those of the retail sector where the scope of getting 
employment 
• Skill development initiatives of polytechnics should focus on sectors which 
have high growth potentials in which Muslim population is concentrated. 
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The training initiatives should focus in areas where Muslim population is 
concentrated. 
• Eligibility' of such programmes should also be extended to Madarsa 
educated children as they are currently ineligible to get trained under formal 
technical education streams 
Higher Education 
According to 2001 Census less that 4 % amongst Muslims of age 20 years and above are 
graduates as compared to 7 % national average. In relation to the total graduates in 2001 
Muslim graduates were only 6.3% which was lower that 8.2% SCs/STs and 85. % all 
others. The disparities in graduation attaiiraient rates is widening since 1970's between 
Muslims and other categories in both urban and rural areas. Only one out of 25 under-
graduates and one of 50 graduate students is Muslim in premier colleges 
The Committee therefore recommended a two pronged strategy to correct this deficit by 
increasing completion rates among Muslims. 
• University Grants Commission should evolve system where a part of the 
allocation to colleges and universities is linked with the Diversity in the 
student population. Private colleges run by minorities are provided with 
funds to encourage such diversity of student's population. 
• The minority' institutions are typically not accessible to the poor students 
from these communities. Low fee combined with merit-cum means-
scholarships partly funded by government grants, would enhance the 
participation of poor among the minorities. 
• State funding may be linked to "alternative admission criteria as follows: 
o Admissions should be based on scores divided as under; 
o Merit 60%; Backwardness 40% (Where backwardness further 
defined as the sum of ; household hold income (as revised 
periodically), 13%; backward district 13%; backward class 13%0) 
Provision of Hostels 
1. Provide hostel facilities at reasonable costs for students from minorities must 
be taken on a priority' basis at taluka headquarters and educational centers. 
State can facilitate community initiatives in this area through grants and 
other support 
2. Also boarding houses may be constructed for backwards SRCs in taluka 
headquarter where large number of poor minority and other children can 
stay and study in local school; among others this step would reduce the drop 
out rates and ensure retention to higher secondary levels 
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3. The above t>\o initiatives should be funded from special funds from Central 
Government, from Walif funds, donations from NGOs and from multitetral 
agencies. 
Teachers training Programs. 
1. Teachers training should compulsorily include in its curriculum components 
relating to sensitizing towards needs of Muslims. The implementation of this 
should be monitored by National Council of Teachers Education (NCTE). 
Effort should be made to enhance the participation of Muslims in the cadre 
of Para Teachers 
2. Preference to be given to teachers who can instruct through Urdu medium 
in all teachers' training departments in states where Urdu speaking 
population is substantial. 
Support to Urdu Language. 
Urdu language is not a language of the Muslim alone. The language has been neglected. 
The fallout of this has been inadequate access to education in the mother tongue for many 
Urdu speaking children. The neglect has also resulted in the poor performance of Urdu 
medium school students because of poor infrastructural facilities and absence of adequate 
number of qualified teachers. The Committee recommended: 
1. It is imperative that Urdu language is supported by providing regular stream 
of Urdu teachers. Given the commitment to provide primarj education in 
the mother tongue, the State is required to run Urdu Medium schools. 
2. Urdu should be accommodated in schools of the Hindi region with a view to 
correcting the distortions made in the three Language Formula. 
3. The existing anomaly of reser\'ing Urdu teacher's posts for SCs/STs 
candidate needs to be corrected urgently. 
4. High Quality Urdu medium schools can be opened in that part of the country' 
where there is a demand for them; at the same time good quality text books 
in Urdu language are made available and those who pass with Urdu medium 
should be ensured suitable employment. 
5. Urdu should be introduced as an optional subject in all Government and 
Government aided schools in States having a substantial Urdu speaking 
population. 
Madrsas and Mainstream Education. 
Madarsas should not be looked upon as alternatives to regular school as only 4% children 
been covered by them, but a compliment. These informal learning centers have definitely 
played an important role in providing religious education. However following steps are 
desirable: 
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1. Work out mechanism for linking madarsas with higher secondarj school 
board so that students wanting to shift to a regular/mainstream education 
can do so after having passed from Madarsas. 
2. Provide equivalence to Madarsa certificates for subsequent admission into 
institutions of higher level education. 
3. Recognition should be given to the degrees from Madarsas for eligibility in 
competitive examinations such as Civil services, Banks. Defence Serv ices 
and other such examinations within the existing framework of these 
competitive examinations. 
4. Modernization of Madarsas Scheme, 1990 should be carefully reviewed 
before it is expanded. 
Access to Credit and Government Programmes. 
Flow of Credit to Muslims is quite limited. Comparative analysis show that access of 
"other Minorities" to credit from banks and other programmers is far better than 
Muslims. In some programmers where Muslims are principal beneficiaries, the total flow 
of credit has been low. It is also clear that a much higher proportion of Muslims is 
present in "persons below the poverty line". 
Analysis of bank Priority Sector Advances shows that while Muslims are able to get 
loans sanctioned, the amoimt obtained for, on average, is small in comparison to other 
groups. The state level analysis of the same data in the four states having large number 
as well as proportion of Muslim population, namely, WB, Kerala, UP and Bihar presents 
a "depressing scenario". The situation in other states is broadly similar. The inescapable 
conclusion that emerges is that while banks are being able to direct credit to minorities, 
they are not able to do so specially for Muslims The district wise analysis suggest that 
availment of credit by Muslims is poor with respect to their population share. The 
outstanding amount per account for Muslims is about half that of other minorities and 
one-third of others. 
RBFs effort to extend banking and credit facilities under the PM's 15 point programme 
has mainly benefited other minorities, marginalizing Muslims. Muslim community is not 
averse to banking and more improvement can be brought about with specific measures. 
The Committee recommended: 
1. To correct the existing deficit in the provision of banking facilities in Muslim 
Concentrated areas, it should be made incumbent on banks to provide 
information about the localities to which loans have been disbursed. A 
simple regulation on the lines of the government of United States should be 
adopted. 
2. Promote and enhance access to Muslims in Priorit)' Sector advances. All 
residual funds arising due to non- fulfilling of targets should be parked with 
NMDFC, NABARD and SIDBI and specific programmes should be funded 
from this amount. 
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3. Policy initiatives are needed to improve the participation and share of 
Minorities, particularly Muslims in the business of regular commercial 
banks. 
4. Banks should be provided incentives to open branches in Muslim 
concentration areas. RBI should periodically report Prioritv Sector 
Advances containing data on sanctions and disbursements along with 
"amount outstanding" 
5. Public programmes should be extended to include more schemes and should 
also include lending by NABARD and SIDBI. 
6. SIDSBI should set aside funds for training for minorities under its 
Entrepreneurial Development Programmes, particularly in areas of 
artisanship where there is substantial presence of Muslims. 
7. A policy to enhance the participation of minorities in the micro-credit 
schemes of NABARI) should be laid down, spelling out the intervention 
required by NABARD through a mix of targets and incentives schemes based 
on the percentage of Muslims in the villages. 
8. The practice already in vogue for SC/STs should be made applicable for 
Muslims also by including experts from the communitj' on relevant 
interviews panels and boards for increasing participation in government 
employment and other programmes 
9. All 58 districts with 25% or more, Muslim population should be brought 
under Prime Minister's 15 Point Programme. 
10. A special assistance programme for the development of these 58 districts 
should be launched. 
11. The same principles should be applied for devising special programmes at 
the IJnit/Taluka/Block level having similar concentration of Muslims. 
12. It should be made mandatory to publish/furnish information in a prescribed 
format once in three months and to post the same on the Websites of the 
concerned department and the state government. Such steps would enhance 
the transparency in information about minorities. 
13. Defaults and delays in processing, rejection of applications at the state/ 
district/block level should be reported in a prescribed format. Applicants 
should have full right to information about the status of the application 
which should be made known to him on request. This is a far reaching 
measure which will benefit all communities including Muslims. 
14. Detailed data should be collected regularly on the proportion of different 
SRCs in Government programmes at centre and states level and made 
available to NDB which will maintain it and make it available to users. 
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15. The Central Government should introduce a few Schemes with large outlays 
for the welfare of minorities with equitable provision for Muslims. This is 
necessar>' to sharply reduce the disparities of access and attainments. 
Employment Opportunities and Conditions. 
To enhance governance in a pluralist democratic country a reasonable representation of 
various communities is necessary. It is observed by the Committee that the presence of 
Muslims in the most preferred organized sector was very limited. Of the total 
government employees only 4.7% were Muslims, and in all PSUs the percentage was 
7.2%, and in central PSUs it was 3.3%. The presence of Muslims was found to be only 
3% in IAS, 1.8% in IPS and 4% in IPS. The share of Muslims in various departments was 
abysmally low. In railways only 4.5% employs were Muslims and about 98.7% of them 
were positioned at lower levels. Similarly the share of Muslims in security agencies was 
as low as 3.6% at the higher level and 4.6% at the lower level. Interestingly about 11% 
of group jobs were held by those belonging to other minorities. Similar situation prevails 
in post and telegraph, teaching, banks central and state PSUs. At the state level in no 
state the representation of Muslims in the government departments match their 
population share. Even in judiciary where the recruitment procedures are considered to 
be quite fair, the low presence and participation of Muslims has been a major point of 
concern. Compared to 23%o belonging to OBCs and 20% of SCs/STs, the representation 
of Muslims in judiciary was about 7.8%. The presence of Muslims at higher level 
judicial positions such as session judges and so on is nominal. 
A large section of Muslims, particularly women, are engaged in self-employment 
activities and home based work... A significant number of those who are employed are 
employed in the stagnant sectors and only a small fraction are employed in formal 
sectors: e.g. government, semi government and private sector. The Committee felt that 
there is a need to ensure a significant presence of Muslims especially in those 
Departments that have mass contact on a day to day basis or are involved in sensitive 
tasks. It therefore recommended: 
1. Provide Unanciai and other support to initiatives built around occupations 
where Muslims are concentrated and those which have greater development 
potential. 
2. For skill up gradation polytechnics and othei: institutions that provide skill 
training to a non-matriculation need to be located in areas/clusters which 
have large concentration of Muslims. 
3. A Mandated Social Security' system for self-employed persons especially the 
home-based workers is desirable; the casual workers in the informal, sector 
should also be able to participate in such schemes. 
4. For raising public confidence in the existing recruitment system inclusion of 
Muslims in selection committees and interview panels may be considered. 
5. It is important to increase the employment share of Muslims particularly 
where there is a great deal of public dealings. For achieving this, efforts 
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should be made to increase the employment share of Muslims amongst the 
teaching communit>', health workers, police personnel's, bank employs and 
so on. Employers should be encouraged to endorse their organizations as 
Equal Opportunities Institutions so that applicants from all SRCs may 
apply" A time bound effort in this direction is desirable. 
6. A audio-visual propagated and visible recruitment derive meant for the 
under privileged ad vulnerable persons and prompting of sections like 
women, minorities, OBCs etc., to apply under such derives will be helpful as 
Muslims have been found to perform well at the inter\'iew stage both for 
public and private sector jobs. 
7. It may be useful to have at least one Muslim Inspector/sub Inspector in the 
Muslim concentrate thanas, Muslim heath Personnel in health units located 
in such areas; a few Muslim teachers in schools located in such areas and so 
on." with a view to building Muslim 
Minorities Targeted Programmes 
The Committee noted that only a few beneficiary oriented programmes were in 
existence and even under these programme concerned authorities were unable to furnish 
data according to the religion of the beneficiaries. The analysis of data submitted by 
some states for 4 years 2002 to 2006 though inadequate led to the following key findings. 
While Muslims constitute 30.7% of the poor in Kerala their share under various 
government programmes ranges between 5% to 18%. The share of Muslims beneficiaries 
in U.P. ranges from 3% to 14% against their share of 24% among poor. The states which 
submitted data to the Committee the overall coverage of Muslims is unsatisfactory. 
During three years 2002-3 to 2005-6 the Molana Azad Foundation sanctioned only Rs. 27 
crores. This foundation was established in 1989 to promote education among 
educationaly backward sections of society. The coverage is as low as 0.1% of the 
eligible girls from below poverty line section of the Muslim community. 
While Muslims have befitted fi-om the activities of NMDFC it should be noted that the 
total flow of credit from this institution in comparison to the flow of through banking and 
other financial institutions is extremely limited. Obtaining of guarantee from the state 
government remains the biggest hurdle to getting loan from NMDFC. 
The share of Muslims in the total funds disbursed by the National Backward Classes 
Finance and Development Corporation (NBCFDC) is; only Rs 23 crores of Rs. 247 
crores; which appears to be extremely low compared to the share of Muslim OBCs 
population The Committee concluded that: 
• The Committee observed that for the Maulana Azad Foundation to be 
effective the Corpus fund needs to be increased to Rs.lOOO crores. 
• Apart form collecting appropriate data for evaluation purposes, there is a 
need to sensitize the state bureaucracy at all levels to include Muslim in the 
different programmes. 
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• Muslim participation in elected bodies is known to be small e.g., of the 543 
candidates in current Lok Sabha only 36 are Muslims. Despite the low 
presence of Muslim in elected bodies they can be involved in the decision 
making process through innovative mechanisms. The experiment 
undertaken by the Andhra government can be used to enhance Muslim 
Participation in the decision making processes.. 
Muslim OBCs and Affirmative Action 
The Committee observed that there was a widespread demand among Muslims for 
affirmative action, especially in the form of reservations. The Committee therefore 
devoted considerable attention on discussing the place of minorities in the area of 
affirmative action. It noted the finality of the 9 member SC constitutional Bench's 
Judgment in the Indira Sawhaney case vs. the Union of India, which has upheld the 
concept of caste as a basis of classification " a caste can be and quite often is a social 
class in India". As regards backward classes among non-Hindus, the Court held that they 
should "be identified on the basis of their traditional occupations". This ruling along 
with the 50% cap imposed by a regular bench of SC in Balaji vs. the State of Mysore 
currently forms the existing law of land on affirmative action. 
Since the Presidential Order (1950), restricts the SC status only to Hindu groups having 
unclean occupations, their non-Hindu equivalent among Muslims have been bracketed 
with the middle caste converts and declared OBC. The Tamil Nadu government has done 
away with reservation on ground of religion, yet nearly 95% Muslims have been included 
within the fold of backward classes. Indeed, the Committee found three different models 
for affirmative action for Muslims backwards in the country as summarized below: 
a. Reser\''ation of seats for the entire Muslim community (excluding the creamy 
layer): Kerala and Kamataka. 
b. Reservation on the basis of backward castes/bradries but most of the Muslims 
groups included covering 95% of Muslims population: Tamil Nadu. 
c. Bifurcation on the basis of backwards and most backwards (MBCs), most of 
the Muslim backwards in the MBC list: Bihar 
It was noted further that at least 82 different social groups among Muslims were 
declared OBCs by the Mandal Commission. The Mandal Commission listed 
those groups as OBCs which were present both in central and state lists, this led to 
the exclusion of many backward groups from among all community groups. The 
discrepancy could not be fully resolved even by the intervention of the National 
Backwards Classes Commission which was formed in 1993. For example of the 
37 communities for Muslims listed in Madhya Pradesh, only 27 of them found in 
the central list; in Bihar 17 OBC groups have still to find place in the central list; 
in U.P, 2 groups, in Gujarat 8 groups and as many in Maharashtra have not been 
included in the central list. Further there are few groups among Muslims that have 
found place in the central list but are yet to be included in the state lists. 
Most of the variables indicate that Muslim-OBCs are significantly deprived in 
comparison to Hindu-OBCs. Around half of the Muslim OBCs children are not attending 
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schoo]. The work participation rates for Muslims are lower for Muslim OBCs. 
Unemployment rates are the highest among Muslim OBCs as compared with other SRCs. 
The Committee estimates indicate that while out of every 100 workers about 11 is Hindu 
OBCs; only 4 are Muslim OBCs. 
The Monthly Per Capita Expenditure for all Muslims is much lower than the National 
Average and even lower than Hindu OBCs. Over all the inequality levels in monthly 
expenditures are somewhat higher for Muslim OBCs, as compared to other SRCs. While 
Hindu OBCs continue to be relatively deprived in terms of all-India data, the Muslim 
community as a whole is lagging behind Hindu OBCs. The abysmally low level of 
representation of Muslim OBCs suggests that the benefits of entitlement meant for the 
backwards classes are yet to reach them. The condition of Muslim in the General 
category is also worse than the Hindu OBCs who have the benefit of reservation. 
• Having discussed the basis of caste/class categorization the Committee 
concluded that "by clubbing the Arzals (Muslim SCs/STs) among Muslims in 
ail encompassing OBC category overlooks the disparity in nature of 
deprivation and felt that "it would be most appropriate if they were absorbed 
in SC list or at least in a separate categorj^  Most Backward Classes (MBCs) 
caned out of OBCs." 
• The Committee concluded that "Based o the arguments and data presented 
here it is logical to suggest that Muslims in India , in terms of their social 
structure , consist of three groups- ashrafs, ajlafs and arzals. The three 
groups require different types of affirmative action. The second group, 
ajlafs/OBCs need additional attention which could be similar to the Hindu-
OBCs. The third group, those with similar traditional occupation as that of 
SCs, may be designated as Most Baclovard Classes( MBCs) as they need 
multifarious measures, including reservations, as they are 'cumulatively 
oppressed'. 
Enhancing the efficacy of Infrastructure Provisions. 
The availability and access of Muslims, of social and physical infrastructure: schools, 
health units, drinking water, sanitation etc is much lowers that other SRCS. While the 
number of service providers from the non-governmental organizations is on the rise, 
public provision of infrastructure remains critical and desirable. In many situations it was 
alleged the service providers have inherent biases and show resistance to reach out to the 
Muslim Community. To correct this situation the Committee recommended: 
1 The Servicing staff assigned for provision of social infrastructure facilities 
should be sensitized regarding "issues of social exclusion"; it will assist 
reducing the inadequacy in the access and availability of these facilities to 
Muslims. 
2 Credible NGOs from Muslims Community' face many problems in getting 
these organizations registered, it is therefore recommended that "the 
registration of trusts set up by the (Muslim) communit)' such as Wakf 
institutions and mosque committees should be facilitated". 
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3 The government is well advised that all villages/towns/habitations be 
provided with basic amenities, good qualit)' government schools and heath 
facilities, pucca asphalt roads and general improvement in living conditions, 
without exclusion of any SRCs. 
MusHm Community Initiatives. 
Besides Madarsa education, other community specific initiative relates to Wakf 
Properties. Committee noted that there are more than 4.9 lakh Wakfs spread over 
different the states and union territories of India. Largest concentration of Wakf 
properties was found in West Bengal (148,200) followed by U.P. (122,839). Other states 
with a sizable number of Wakfs are Kerala, Kamataka, and Andhra Pradesh. The total 
area under Wakfs all over India is about 6 lakh acres and their book value is estimated at 
Rs, 6000 crores. The market value of these properties will be many times larger; e g.., in 
Delhi alone such properties were valued at Rs. 6000 crores in a recent study. The total 
value of Wakfs in India at market rates .is estimated at Rs. 1.2 lakh crores. This should 
generate an annual income of Rs. 12000 crores at current rate of 10%. This potential 
income is many times higher that the current income of only Rs.l63 crores. The enhanced 
income firom such properties could be used profitably for the charitable activities for 
which Wakfs are meant, including education, health, and support to poor, maintenance 
and development of charitable institutions, mosques, marriage halls etc. 
The Committee felt that deeper malaise and misuse of Wakf properties both by 
individuals and institutions has eroded the importance of this hugely potential community 
initiative. Such a state of affairs exists due to a number of organizational, managerial and 
legal impediments. The information provided by the committee should be sufficient to 
initiate corrective action especially by the govenmient and legal system which will enable 
the Wakfs to be put to good use. The suggested measures by it would become more 
effective if there is Community participation, and in this context utilization of Wakf 
property can provide partnership opportunities between government, the private sector 
and the Muslim Community. Immediate attention of the concerned authorities for better 
management of Wakf properties through various necessary legal and administrative steps 
as suggested would go a long way in correcting the deficiencies and flows in Wakf 
management". The committee recommends: 
•*t>^ 
1. High legislative, administrative and judicial priority should be accorded to 
Wakf in order to improve the management of about 5 lakhs Wakf properties 
spread across India 
2. Provide a technical advisory body for development of Wakf properties both 
at state and national levels, comprising of representatives of all concerned 
and experts from institutions. All Wakf properties should be developed, 
mortgaged or encumbered only with the concurrence of the state or central 
Technical Advisory Body as the case may be. 
3. It is of utmost importance to provide for at least two women each in the 
Central Wakf Council and each state Wakf Board. 
4. A full time President should be appointed (in place of s union minister) from 
out of eminent persons like, high court judges, chancellors, Vice chancellors 
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of universities and former chiefs of State wakf boards, and the Council 
should be reconstituted as suggested by the Committee. 
5. The chairman and members of the state Wakf Boards can be selected from a 
list of eminent persons in each state. 
6. The government may consider creating a new cadre of Group A officers with 
knowledge of Islamic law to deal with the specific affairs of the Wakfs 
efficiently. 
7. All Wakfs are compulsorily brought under the scheme of financial audit" 
8. A national Wakf Development Corporation may be constituted by the 
Central Government with a revolving corpus of Rs. 500 crores. 
9. An amendment exempting the Wakf properties from the purview of the rent 
control Act within the Wakf Act is urgently needed. 
10. The Committee is of the firm view that laAv should not be used for acquiring 
Wakf properties and recommends that to ensure this on permanent basis the 
Government should take appropriate action. 
11. Wakf Tribunals should be manned by full time officers appointed exclusively 
for Wakfs purposes. 
12. The Public Premises (Eviction of unauthoriesed Occupation) Act, 1971 
should be applied to remove encroachment from Wakf properties and 
arrears of rent at market rates should be recovered as arrears of land 
revenue. 
13. The exemption of Wakf properties from some enactments should sene the 
greater philanthropic purpose of Wakf properties. 
In conclusion, the Committee expects that the above recommendations will receive 
the attention with all emphasis and thoroughness that they deserve. It is also 
expected that the Report would invoke and promote response from the civil society 
which will ensure that the policy measures initiated by the state in pursuance if 
these recommendations receive full support and active cooperation from all sections 
of societ\' including the Muslim Community 
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Appendix 4: When to start combined oral contraceptives 
Phase Recommended Guidelines 
Having a menstrual 
cycle 
Within 5 days after the start of her 
menstrual bleeding. 
Amenorrhea 
Any day if she is reasonably certain that she 
is not pregnant. If it has been more than 5 
days since menstrual bleeding started, she will 
need to abstain from sex or use additional 
contraceptive protection for the next 7 days. 
Breastfeeding 
She can start COCs at any time, if she is 
reasonably certain that she is not pregnant. 
She will need to abstain from sex or use 
additional contraceptive protection for the 
next 7 days. 
If she is more than 6 months postpartum and 
ammenorrhoeic, she can start COCs as advised 
above. 
If she is more than 6 months postpartum and 
her menstrual cycles have returned, she can 
start COCs as advised for other women with 
menstrual cycles 
Women less than 6 weeks postpartum who are 
primarily breastfeeding should not use COCs. 
For women who are more than 6 weeks to 6 
months postpartum and primarily 
breastfeeding, use of COCs is usually not 
recommended unless other more appropriate 
methods are unavailable or unacceptable 
Switching to 
hormonal method 
another 
Women using the hormonal method 
consistently and correctly, who are reasonably 
certain that they are not pregnant, can start 
COCs immediately. There is no need to wait for 
the next menstrual period. 
Switching from 
hormonal method 
non-
If her previous method was an injectable, she 
should start COCs when the repeat injection 
would have been given. No additional 
contraceptive protection is required. 
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Switching from 
(including hormonal) 
lUD 
She can start COCs within 5 days after the 
start of her menstrual bleeding. She can also 
start immediately or at any other time, if it 
reasonably certain that she is not pregnant. If it 
has been more than 5 days after the menstrual 
bleeding started, she will need to abstain fi-om 
sex or use additional contraceptive protection 
for the next 7 days. 
She can start COCs within 5 days after the 
start of her menstrual bleeding. No additional 
contraceptive protection is required. The lUD 
can be removed at that time. 
She can also start immediately or at any other 
time, if it reasonably certain that she is not 
pregnant. If she has been sexually active during 
this menstrual cycle, and it has been more than 
5 days since menstrual bleeding started, it is 
recommended that lUD should be removed at 
the time of her next menstrual period. 
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Appendix 5: Flow to deal with common problems 
Problem Remedies 
Nausea Suggest taking pills 
at night or with food 
Minor 
headaches 
Suggest taking ibuprofen, aspirin, 
paracetamol, or other non-steroidal anti-
inflammatory drug 
Amenorrhea (no monthly 
bleeding period) 
Common, not usually a 
sign of pregnancy 
Ask if she is having any bleeding at all. 
(She may just have a small stain on her 
underclothing and not recognize it as 
vaginal bleeding). If so, reassure her. 
Ask if she is sure she has been taking the 
pill every day. If she has, reassure her 
that she is not likely to be pregnant. She 
should start the next packet of pills on 
time. 
Ifshe is unsure 
Ask her if she might have missed the 7-
day break between the 21-day packets. 
This may have caused period. Reassure 
her hat she is probably not pregnant. 
Ask if she has missed 2 or more active 
hormone pills in a row. If so, assess 
whether or not she is pregnant. If she 
may be pregnant, tell her. Ask her to stop 
taking oral pills. Offer her condoms 
and/or spermicide. She can use them 
until her next period or until clear about 
whether or not she is pregnant. 
Ask if she has recently stopped taking 
pills 
Spotting or bleeding 
between monthly 
periods over several 
months 
If she is not pregnant, her periods may 
take a few months to return 
Ask if she had irregular periods before 
she starting the COCs. If so, her periods 
may be irregular again after she stops the 
pills. 
Ask if she has missed any pills. Explain 
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that missing pills can cause bleeding 
between periods, even when taking pills 
every day. 
Ask if she has had vomiting or 
diarrhea. 
Very bad 
(migraines) 
headaches 
A woman who develops migraine while 
using COCs should switch to an 
alternative method. She should not 
choose a POP (progesterone only pill) 
method if she has blurred vision, brief 
loss of vision, sees flashing lights or has 
brief trouble in speaking or moving 
before, during or after the headaches. 
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Key Indicators from NFHS-3 
INDIA 
NFHS-3 
(2005-06) Urban 
Marriage and Fertility 
1. Women age 20-24 married by age 18 (%) 
2. Men age 25-29 marned by age 21 (%) 
3. Total fertility rate (children per woman) 
4. Women age 15-19 who were already mothers or pregnant at the time of the survey (%) 
5. Median age at first birth for women age 25-49 
6. Married women with 2 living children wanting no more children (%) 
6a. Two sons 
6b. One son, one daughter 
6c. Two daughters 
Famiiy Planning (cunently n»nrM woman, ag< 1S-49) 
Current use 
7. Any method (%) 
8. Any modern method (%) 
8a. Female sterilization (%) 
8b. Male sterilization (%) 
8c. lUD (%) 
8d. Pill (%) 
Be. Condom (%) 
Unmet need for family planning 
9. Total unmet need (%) 
9a. For spacing (%) 
9b. For limiting (%) 
Health 
Maternity care (for births in the last 3 years) 
10. Mothers who had at least 3 antenatal care visits for their last birth (%) 
11. Mothers who consumed IFA for 90 days or more when they were pregnant with their 
last child (%) 
12. Births assisted by a doctor/nurse/LHV/ANMtothet health personnel (%)' 
13. Institutional births (%)' 
14. Mothers who received postnatal care from a doctor/nurse/LHV/ANM/other health 
personnel within 2 days of delivery for their last birth (%)^  
Child immunization and vitamin A supplementation^ 
15a. Children 12-23 months fully immunized (BCG, measles, and 3 doses each of poliaCPT) (%) 
15b. Children 12-23 months who have received BCG (%) 
15c. Children 12-23 months who have received 3 doses of polio vaccine (%) 
15d. Children 12-23 months who have received 3 doses of DPT vaccine (%) 
15e. Children 12-23 months who have received measles vaccine (%) 
16. Children age 12-35 months who received a vitamin A dose in last 6 months (%) 
Treatment of childhood diseases (children under 3 years)^ 
17. Children with diarrhoea in the last 2 weeks who received ORS (%) 
18. Children with diarrhoea In the last 2 weeks taken to a health facility (%) 
19. Children with acute respiratory infection or fever in the last 2 weeks taken to a health 
facility (%) 
Clilici Feeding Practices and Nutritional Status of Children^ 
20. Children under 3 years breastfed within one hour of birth (%) 
21. Children age 0-5 months exclusively breastfed (%) 
22. Children age 6-9 months receiving solid or semi-solid food and breastmilk (%) 
23. Children under 3 years who are stunted (%) 
24. Children under 3 years who are wasted (%) 
25. Children under 3 years who are underweight (%) 
Nutritional Status of Eve^Married Adults (age is-49) 
26. Women whose Body Mass Index is below normal (%) 
27. Men whose Body Mass Index is below normal (%) 
28. Women who are ovenweight or obese (%) 
29. Men who are oven^eight or obese (%) 
Anaemia among Children and Adults 
30. Children age 6-35 months who are anaemic (%) 
31. Ever-married women age 15-49 who are anaemic (%) 
32. Pregnant women age 15-49 who are anaemic (%) 
33. Ever-marrried men age 15-49 who are anaemic (%) 
Knowledge of HIV/AIDS among Ewr-Married Adults (*g* 15-49) 
34. Women who have heard of AIDS (%) 
35. Men who have heard 0I AIDS (%) 
36. Women who know that consistent condom use can reduce the chances of getting 
HIV/AIDS (%) 
37. Men who know that consistent condom use can reduce the chances of getting 
HIV/AIDS (%l 
Women's Empowerment 
38. Currently married women who usually participate in household decisions (%) 
39. Ever-married women who have ever experienced spousal violence (%) 
na: not available 
( Based on the last 2 births in the 3 years before the survey, 2 For children, the education refers to t: 
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Key Indicators for Uttar Pradesh 
from NFHS-3 
Marriage and Fertility 
1. Women age 20-24 married by age 18 (%) 
2. Men age 25-29 married by age 21 (%) 
3. Total fertility rate (children per woman) 
4. Women age 15-19 who were already mothers or pregnant at the time of the sun/ey (%) 
5. Median age at first birth for women age 25-49 
6. Married women with 2 living children wanting no more children (%) 
6a. Two sons 
6b. One son, one daughter 
6c. Two daughters 
Family Planning (cumirtly married woin«i,a||«15-«9) 
Current use 
7. Any method {%) 
8. Any modern method (%) 
8a. Female sterilization (%) 
8b. Male sterilization (%) 
8c. lUD (%) 
8d. Pill (%) 
8e. Condom {%) 
Unmet need for family planning 
9. Total unmet need (%) 
9a. For spacing (%) 
9b, For limiting (%) 
Maternal and Child Health 
Maternity care (for births in the last 3 years) 
10. Mothers who had at least 3 antenatal care visits for their last birth (%) 
11. Mothers who consumed IFA for 90 days or more when they were pregnant with their 
last child (%) 
12. Births assisted by a doctor/nurse/LHV/ANM/other health personnel (%)' 
13. Institutional births (%)1 
14. Mothers who received postnatal care from a doctor/nurse/LHV/ANM/other health 
personnel within 2 days of delivery for their last birth (%)1 
Child immunization and vitamin A supplementation^ 
15a. Children 12-23 months fully immunized (BCG, measles, and 3 doses each of polio/DPT) (%) 
15b. Children 12-23 months who have received BCG (%) 
15c. Children 12-23 months who have received 3 doses of polio vaccine (%) 
15d. Children 12-23 months who have received 3 doses of DPT vaccine (%) 
15e. Children 12-23 months who have received measles vaccine (%) 
16. Children age 12-35 months who received a vitamin A dose in last 6 months (%) 
Treatment of childhood diseases (children under 3 years)' 
17. Children with diarrhoea in the last 2 weeks who received ORS (%) 
18. Children with diarrhoea in the last 2 weeks taken to a health facility (%) 
19. Children with acute respiratory infection or fever in the last 2 weeks taken to a health 
facility (%) 
Child Feeding Practices and Nutritional Status of Children^ 
20. Children under 3 years breastfed within one hour of birth (%) 
21. Children age 0-5 months exclusively breastfed (%) 
22. Children age 6-9 months receiving solid or semi-solid food and breastmilk (%) 
23. Children under 3 years who are stunted (%) 
24. Children under 3 years who are wasted (%) 
25. Children under 3 years who ate underweight (%) 
Nutritional Status of Ever-Married Adults (a«e i5-t9) 
26. Women whose Body Mass Index is below normal (%) 
27. Men whose Body Mass Index is below normal (%) 
28. Women who are ovenA/eight or obese (%) 
29. Men who are overweight or obese (%) 
Anaemia among Children and Adults 
30. Children age 6-35 months who are anaemic (%) 
31. Ever-marned women age 15-49 who are anaemic (%) 
••2. Pregnant women age 15-49 who are anaemic (%) 
3. Ever-marrried men age 15-49 who are anaemic (%) 
Knowledge of HIV/AIDS among Ever-Married Adults (age iS49) 
4. Women who have heard of AIDS (%) 
5. Men who have heard of AIDS (%) 
i. Women who know that consistent condom use can reduce the chances of getting HIV/ 
IDS (%) 
7. Men who know that consistent condom use can reduce the chances of getting HIV/ 
.IDS (%) 
-Vomen's Empowerment 
. 8. Currently married women who usually participate in household decisions {%) 
J. Evet-married women who have ever experienced spousal violence {%) 
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